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The relationship between the degree of initial trau- 
matic damage done to the cranium in head injury and 
the extent of subsequent symptoms directly related to 
bony injury is usually well defined. For example, the 
part played by a fracture through the orbit in causing 
subsequent displacement of the globe of the eye, or by 
a compound or depressed fracture of the skull in causing 
a hemiplegia of the opposite side, or jacksonian epilepsy, 
may be clear. Greater difficulty is encountered in form- 
ing an estimate of the degree to which these and less 
direct physical effects account for disability from a 
previous head injury. Even more obscure is the rela- 
tionship of such physical after-effects to more general 
and less tangible symptoms such as headache and dizzi- 
ness, intellectual deficit, psychoneurotic states, and 
changes in character and personality which are fre- 
quently associated with disability. 

Russell,’ in an analysis of 200 cases of civilian head 
injury, indicated the importance of the age over 50 years 
and of long duration of loss of consciousness after injury 
in increasing the incidence and duration of disability. 
In a series of cases of war head injuries Denny-Brown * 
and Symonds and Russell * have stressed the influence 
of prolonged unconsciousness and of the presence of 
mental symptoms in leading to unfavorable ultimate 
prognosis. It has been suggested by some* that the 
after-effects of war head injuries differ from those seen 
in civilian practice, particularly in the psychiatric aspects 
of disability. Lewis,® in comparing a series of cases of 
post-traumatic states with simple anxiety states in 
soldiers, found no essential psychiatric difference 
between the two. It has often been assumed that post- 
traumatic mental symptoms in civilians are solely related 
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to questions of compensation, but Russell® found 
nervousness in 34 per cent of 72 civilian cases in which 
no factor of compensation was involved. Greenwood * 
recently reported a follow-up of cases of civilian head 
injury and found headache the most common sequel. 
Seventy-seven per cent of 81 patients followed from the 
acute stage onward suffered from neurotic symptoms. 
In three fourths of these, problems of compensation were 
prominent. In small groups followed for periods up to 
five years he found that approximately 50 per cent still 
suffered from symptoms, most frequently headache, 
dizziness, nervousness and fatigue. He noted no corre- 
lation of length of coma, the presence or absence of 
fracture or of blood in the spinal fluid with subsequent 
disability. Schaller * attempted to separate two post- 
traumatic syndromes, a “post-traumatic psychoneurotic 
state” and a “post-traumatic concussion state” on a 
basis of no appreciable period of unconsciousness in the 
former, associated with hysterical exaggeration in state- 
ment and behavior, disinclination to work, headache, and 
favorable effects of settlement of compensation. The 
“post-traumatic concussion state” followed prolonged 
loss of consciousness and exhibited predominantly per- 
sonality change and mental retardation. I* have taken 
exception to such a division on the grounds that most 
cases in general experience fall between these two 
extremes. Symonds,? on the other hand, has long 
maintained that patients who have suffered a very 
severe injury may develop psychoneurotic symptoms, 
and this is certainly true in war injuries.? Further data 
on disability from head injury in general, particularly 
on the interrelation of physical and psychiatric aspects, 
is therefore desirable. ‘ 
Much of the difficulty of these questions arises in 
making an estimate of severity of any given head injury. 
This is derived from the lack of homogeneity in the 
pathologic changes underlying the condition. Trauma 
to the head may lead to concussion, simple or com- 
pound fracture, laceration of the meninges or of the 
cranial nerves, contusion of the brain, epidural or sub- 
dural effusions or rupture of venous sinuses. There 
may be any combination of these. Further, the methods 
of clinical diagnosis at present available do not offer 
any clear separation of these clinical entities, particularly 
when they are mild in degree or when more than one 
is present. Thus it has been common practice to label 
a state of brief loss of consciousness following head 
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injury without other signs as concussion. If the spinal 
fluid is blood stained the condition, otherwise similar, 
is called “cerebral laceration” or, if the cerebrospinal 
fluid pressure is raised, “cerebral edema” (Munro 
Yet it is manifestly possible that the loss of consciousness 
may then be identical with that called concussion. 
Alternatively, cerebral laceration or contusion can occur 
without loss of consciousness. Similarly a patient may 
die from meningitis for which the path of entry of 
organisms was a fracture not demonstrable. clinically. 
The cerebrospinal fluid pressure may be raised as a 
result of sinus thrombosis or obstruction by fracture 
without cerebral edema. The clinical diagnoses in com- 
mon usage must therefore be regarded as approxima- 
tions which are in many ways unsatisfactory. These 
defects are even more clearly evident when it is sought 
to argue from diagnosis to prognosis. 

The “severity” of an injury furthermore may have 
different connotations. Pilcher and Angelucci*'' have 
recently made a close analysis of the hospital course 
of 373 cases of civilian head injury and found fever, 
respiratory abnormality, compound fracture, positive 
neurologic signs, coma and bloody spinal fluid to be 
signs of grave immediate prognostic significance. The 
immediate surgical gravity of head injury, however, 
may have no relationship to the ultimate severity of 
disability. In the following analysis an attempt is made 
to relate all features of the head injury to disability. 
In order to do this it was necessary to follow a series 
of cases from admission to the hospital onward and 
take account of all possible factors in the injury, the 
personality and the environment. 


MATERIAL 


Over a period of eighteen months extending from 
July 1942 to December 1943, 430 cases of head injury 
admitted to Boston City Hospital were examined by a 
team of investigators including neurologists, psychia- 
trists, a psychometrist and a social worker. Data were 
obtained on admission, in many cases on the accident 
floor, and at intervals thereafter including attendance 
at a follow-up clinic established for the purpose. For 
the purpose of the present report patients under the 
age of 15 years and over the age of 55 years were omitted 
in order to exclude the influence of age as far as pos- 
sible and to concentrate on groups in regular employ- 
ment. Chronic alcoholic addicts and vagrants and 
others who could not be followed were also excluded. 

A group of 200 cases followed until symptom free 
and returned to full employment,” or until symptoms 
had persisted at least six months, remained after the 
aforementioned eliminations. This group was evenly 
distributed through the age range 15-54 years (table 1) 
and comprised 125 males and 75 females. Skilled or 
’ semiskilled workers made up 48 per cent, domestic occu- 
pation 19 per cent, students 10 per cent, civil servants 
(policemen, firemen and others) 6 per cent, laborers 5 
per cent. Four patients were intoxicated on admission. 
The majority of accidents (45 per cent) were traffic 
accidents, 12 per cent industrial, 12 per cent fighting 
or robbery, and the remainder occurred in a variety of 
ways. In 4 the manner of injury was unknown or com- 
plex, in 70 a fall, in 31 a blow, in 46 the patient had 
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been struck by a vehicle, in 38 he was a passenger in 
a vehicular accident, in 5 he was struck by a falling 
object, and only 3 were perforating or crushing injuries. 
Twenty patients had no period of coma, 92 were coma- 
tose or semicomatose for less than ten minutes, 42 for 
less than thirty minutes, 20 for thirty to sixty minutes, 
17 up to six hours, 4 for six to twenty-four hours and 
4 for over twenty-four hours. There was no observed 
disorientation in 18 patients. Disorientation was present 
for a period less than twelve hours in 155 patients, 
twelve to twenty-four hours in 4 patients, for one to 
seven days in 12 patients and over seven days in 11 
patients. Minor abrasions or hematoma of the scalp 
was present in 75, laceration of the scalp in 75 and 
laceration with compound fracture in 6. Twenty-one 
patients had facial injuries in addition, 32 injuries to one 
or more limbs, and 8 multiple injuries. Eighteen 
patients had clear evidence of fracture of the skull, 16 
others had bleeding from the ears or nose. 

The type of head injury represented by this material 
is therefore representative of the admissions to most 
general hospitals and is predominantly that classed as 
“closed head injury.” Few were very serious injuries, 
and only 3 of the whole group died during hospitaliza- 
tion, 1 from extensive cerebral laceration with epidural 
hemorrhage, 1 from laceration alone and 1 from femoral 
thrombosis and pulmonary embolism. 

In the following analysis some terms used require 
definition. Coma was judged by absence of response on 
stimulation, the duration of disorientation recorded was 
that of disorientation in time, though disorientation of 
place and other evidence of confusion were also usually 
present. The durations of post-traumatic amnesia and 
retrograde amnesia were recorded on first or subsequent 
visits to the clinic at least one month after injury, when 
their amnesia had reached a stable minimum. Abnor- 
malities in reflex responses in the period immediately 
following injury includes any sign or group of signs 
clearly indicating pyramidal tract disorder, whether 
slight or severe hemiparesis. Under the heading mental 
symptoms is included any complaint of nervousness, 
fears, anxiety, preoccupation, depression, pronounced 
irritability, elation, hypochondriasis or obsessional 
trends. Headache and dizziness were recorded sepa- 
rately and were not taken into account in the assessment 
of mental symptoms. The presence or absence of litiga- 
tion, compensation or other financial, occupational and 
domestic difficulties was separately recorded without 
reference to their possible significance. 

-The length of follow-up was less than four months 
in 2 and four to six months in 48, but all these were 
symptom free and returned to full occupation when 
last seen. In 107 follow-up was for six to nine months, 
in 18 for nine to twelve months and over one year 
in 25. Disability still persisted after the last follow-up 
in 5 cases in which the time elapsed since injury did 
not allow longer than six months follow-up. In 3 cases 
the absence of return to work was unsatisfactory for 
reasons connected with the nature of employment, and 
in 27 cases return to full employment was impaired by 
other injuries or diseases unrelated to the head injury. 
These cases are omitted from the analytical tables relat- 
ing to occupation. 


NATURE OF DISABILITY 


The complaints of patients convalescing from head 
injury are varied. They may be classified into com- 
plaints derived directly from observed structural injury 
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(symptoms of direct physical disorder), psychiatric 
complaints (symptoms of the order of fatigue, nervous- 
ness, anxiety, depression), symptoms of change in per- 
sonality (separately coded only when there was evident 
aggressiveness or irritability or prolonged elation, 
without other mental symptoms) and complaints of 
uncertain or variable derivation (headache, dizziness, 
vertigo). In the present statistical study it was not 
desirable to label any group of symptoms with a clinical 
diagnosis, and in fact the insecurity of pathologic 
grounds for the commonest combination of symptoms, 
the “post-traumatic cerebral syndrome,” was the chief 
reason for its prosecution. A total of 110 patients 
(55 per cent) complained of symptoms in convalescence 
(after leaving the hospital). The frequency of actual 
combinations of these symptoms is shown in table 1. 

The complaints directly referable to structural phys- 
ical disorder residual from the head injury and _ per- 
sisting into convalescence involved only 16 patients in 
the 200 under review. There was anosmia in 1 patient, 
paralysis of the fourth cranial nerve in 1, of the fifth 
in 1 (with central sensory disorder of the arm and leg), 
of the sixth in 1, of the sixth with bilateral seventh in 

1, of the seventh alone in 1, of the seventh and eighth 
in 2, of the fifth, seventh and eighth in 1 and of the 
eighth in 1. One patient had a cerebral monoplegia, 
1 had -dysphasia, 1 had dysphasia and 1 convulsion, 3 
developed convulsions in convalescence, and 1 of these 
had anosmia in addition. Seven of these patients had 
persistent headache in convalescence, 8 had dizziness and 
12 had psychiatric symptoms. 

Of the 200 patients, 81 suffered from headaches in 
convalescence, 63 of these for over two months. Sixty- 
eight patients suffered from dizziness, 46 for over two 
months. The most common combination was that of 
headache, mental symptoms and dizziness (“post-trau- 
matic cerebral syndrome,” “‘postconcussion syndrome” ), 
which occurred in 15 per cent of the series of patients 
with head injury and in 27 per cent of those with post- 
traumatic symptoms. These three symptoms did not 
differ in any respect where they occurred alone. Head- 
ache and symptoms in the mental sphere were the com- 

_monest complaints, but there were 15 patients with 
mental symptoms but no headache and 28 patients with 
headache without psychiatric symptoms. The mental 
symptoms were in the form of anxiety (fears, panics) in 
69 per cent of the 70 cases, fatigue, nervousness or 
depression in 17 per cent, hypochondria or obsessive- 
“ compulsive neurosis in 4 per cent and change in per- 
sonality alone (aggressiveness or euphoria) in 10 per 
cent. The anxiety symptoms followed all types and 
severity of injury, but 6 of the 7 cases of personality 
change were after severe injuries with prolonged dis- 
orientation. 

This report is not concerned with the mechanism of 
production of individual symptoms, such as headache, 
dizziness or mental symptoms, an analysis of which will 
be presented elsewhere by various members of the group. 
Our chief concern here is to outline the factors which 
were associated with disability as a whole. 


SEVERITY OF INJURY IN TERMS OF ABSENCE 
FROM FULL OCCUPATION 
In whatever way the severity of head injury may be 
judged, disability for employment forms a measurable 
standard which has a value both to the community and 
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to the individual. The duration of absence from work 
is affected by a variety of extraneous factors, among 
which many, such as continuance of compensation and 
fear of losing employment, act in contrary directions. 
We have not attempted to estimate such interaction in 
detail. Of the 200 patients 170 were absent from 
employment solely by reason of their head injury. Of 
these 42 returned within one week after injury, 71 
others within one month, 23 in the second month, 20 in 
the third, fourth and fifth months, 9 between six and 
nine months, and 5 were sti!l not fully employed after 
the ninth month. 

In 34 patients in whom disability persisted beyond 
two months the nature of the symptoms which deter- 
mined disability, i. e. which were alone associated with 


TABLE 1.—Incidence of Symptoms, and Combinations of 
Symptoms, in Convalescence 


Total of 110 patients with symptoms 


2 had personality change only 
4 had mental symptoms only 
13 had headache only 


h only 
3 had physical signs only 


2 had personality change plus physical signs 
1 had personality change plus headache and physical signs 
2 had personality change plus headache and dizziness 


10 had mental symptoms plus headache 

5 had mental symptoms plus dizziness 
30 had mental symptoms plus headache and dizziness 

3 had mental symptoms plus headache and vertigo 

2 had mental symptoms plus headache, dizziness and vertigo 

1 had mental symptoms plus headache, physical signs and vertigo 
1 had mental symptoms plus headache, dizziness, physical signs 

and vertigo 

4 had mental symptoms plus headache, dizziness and physical signs 
2 had mental symptoms plus dizziness and physical signs 

1 had mental symptoms plus dizziness and vertigo 


14 had headache and dizziness only 
1 had headache and vertigo ofly 
1 had physical signs and vertigo only 


disability or were blamed by the patient for his disability, 
were as follows: 

In 20 patients anxiety symptoms (in 13 of these associated 
with minor headache or dizziness). 

In 1 patient anxiety symptoms and dizziness. 

In 3 patients anxiety symptoms with incapacitating headache 
and dizziness. 

In 1 patient physical symptoms (7th and 8th cranial nerve 
paralysis). 

In 2 patients dizziness alone (1 with 6th nerve palsy). 

In 4 patients dizziness and headache (1 with 6th nerve palsy). 

In 3 patients personality change (1 with anosmia, 1 with 
mild transient dysphasia). 


The nature of symptoms associated with absence from 
full occupation lasting beyond the first month is shown 
in table 2. It will be noted that physical symptoms 
(hemiparesis, convulsions, diplopia, deafness, facial 
paralysis) are a relatively small cause of disability, 
though most are long persistent. In a group of 30 
patients headache, dizziness and mental symptoms are 
correlated together with prolonged disability which was 
then directly related to these symptoms (“post-traumatic 
cerebral syndrome”). In many others these symptoms 
persisted in various combinations though full work was 
resumed. 


= 
27 
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RELATIONSHIP BETWEEN VARIOUS FEATURES OF 
THE INJURY AND DURATION OF DIS- 
ABILITY IN EMPLOYMENT 
A large number of separate factors were separately 
recorded and analyzed in relation to their statistical 
relationship with duration of absence from full employ- 


TABLE 2.—Nature of Symptoms Associated with Absence 
from Occupation 
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Duration of Absence from Full Occupation 


Within Within Within 4-6 6-9 Over 
1 Mo. 1-2 Mos, 2-4 Mos. Mos. Mos. 9% Mos. 
86 11 6 1 2 

rien than 2 mos 10 4 1 1 he 

2-4 5 3 1 

4-6 1 2 1 ; 1 

6-9 5 4 3 1 

More than 9 mos 6 1 3 4 
Headache 

80 8 1 2 

Less than 2 mos 10 3 2 ai pa 

cs 1 2 1 2 1 

6-9 MOB............-5 10 3 2 1 5 (2) 1 

More than mos.... 5 2 1 4 
symptoms 

96 9 6 ee 

than 2 mos. | 5 1 

2-4 MOB...........-6. 3 1 1 2 

4-6 MOS.,........005. 3 1 2 

GO 5 5 3 1 3(3)... 

More than 9 mos.... 5 3 5 2 2 5 (3) 
disability 

108 21 12 2 6 4 

than 2 mos 

2-4 1 

4-6 2 

6-9 MOB....... 1 1 2(1) 

More than 9 mos.... 1 1 1 1 1 


Figures in parentheses indicate patients with continuing mem 
when last interviewed. Patients whose absence from occupation was 
related to factors clearly unrelated to the head injury (other inductee, 
change of occupation) are excluded. 


ment. To simplify comparison the figures are presented 
in tables 3 and 4 as the proportion of cases returned 
to full employment within two months of injury, beyond 
two months of injury and after six months from the 
time of injury. The last group is included within the 
second group, for some may prefer the longer period, 
though the smaller number of cases reduces statistical 
significance. The factors concerned may be grouped 
into general factors, for example, age, sex and race, 
pretraumatic factors of which the only one we are con- 
cerned with here is the pretraumatic psychiatric state, 
factors concerned with the nature and place of the 
injury, factors apparent in the clinical state immediately 
following injury and factors operating during convales- 
cence. 

General Factors—Duration of disability advanced 
steadily but gradually in the age groups examined 
(table 3). A more rapid increase might be expected in 
the sixth decade as found in the statistics of Russell.! 
No significant effect of sex was demonstrable. The 
effect of higher education was of a slight and doubtfully 
significant increase of duration in high school or college 
graduates. The influence of occupation is probably 
related to the question of compensation as well as to 
age and type of injury, for civil servants (policemen, 
firemen and others), and laborers were relatively heavily 
retarded in return to occupation as compared with 
students or domestic workers. 
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Pretraumatic Psychiatric Evaluation —The question 
of family history and of detailed qualities of the per- 
sonality in relation to the type of mental reaction will 
be presented by Drs. Adler and Kozol, who conducted 
this psychiatric analysis. As far as the present purpose 
is concerned it may be noted that neurotic or psycho- 
pathic pretraumatic personalities were returned to 
occupation earlier than the average of those judged to 
be normal (table 3). Family history of psychiatric dis- 
order was also without significance. These were unex- 
pected findings which conflict with data derived by 
Symonds and Russell * from cases of war head injuries. 
These authors did not, however, have series of patients 
without symptoms for comparison. Our finding is a 
reflection of the very small correlation found between 
pretraumatic psychiatric abnormality (including minor 
variants) and post-traumatic mental symptoms. Of 60 
patients with such post-traumatic mental symptoms 57 
per cent had a positive pretraumatic psychiatric history, 
whereas of 123 patients who did not develop such symp- 
toms 50 per cent had such a history. When present, 
however, mental symptoms had a very high correlation 
with disability (as shown later and in table 5). 

The Nature and Place of Injury.—The place of injury 
was significant only in relation to traffic accidents, from 
which only 72 per cent of patients returned to occupa- 
tion within two months, and 13 per cent were still dis- 
abled after six months. Recreational and domestic 


TaBLe 3.—Relationship Between General Factors and Return 
to Occupation 


Per Cent Return 
Number — ~ ~ 
of Within After After 
Cases 2Mos. 2Mos. 6 Mos. 
Age 
Sex 
Education 
Less than 8 grades................... 30 80 20 7 
High schoo! or college 44 82 18 ll 
an or semiskilled. . te 78 78 22 6 
19 89 ll 5 
Civil servant (policeman, fireman).. 12 58 42 25 
Psychiatric evaluation of pretraumatic state 
78 77 23 14 
Psychiatrie family history positive. 46 87 13 7 
Other injury 
108 85 15 HY 
Ears, eyes, or 22 68 32 16 


accidents were not followed by disability lasting over 
two months. Disability following fighting or robbery 
was minimal. Industrial and street accidents other than 
those incurred in traffic closely resembled the average 
disability. The manner of injury, for example by fall or 
by blow, proved to be insignificant compared with the 
pronounced delay if it had been a fall from or impact 
with a vehicle. This reflects a significant relationship to 
the question of compensation. 
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The Clinical State Following Injury.—As Moore and 
Ruesch ** have remarked in a report of an earlier phase 
of the present study, the most accurate record of the 
disturbance of consciousness produced by head injury is 
the duration of disorientation, particularly disorienta- 
tion in time. We found that the duration of coma was 


TABLE 4.—Relationship Between Clinical Condition and 
Return to Occupation 


Per Cent Return 


Number ~ 
of Within After After 
Cases 2Mos. 2Mos. 6 Mos. 
Disorientation 
None, or less than 60 minutes........ 100 72 28 7 
Retrograde amnesia 
cscs secs lil 82 18 5 
Minutes or longer..............0.506. 38 69 31 15 
Immediate affective state 
67 3 17 
Excited or 10 40 10 
16 81 19 13 
Skull fracture 
Known fracture.............-..e0005 30 63 37 13 
Compound fracture with scalp lac- 
Scalp injury 
$2 78 22 9 
Hematoma or abrasion............. 72 86 14 7 
Laceration with compound fracture 4 75 25 25 
Neurologic signs 
No abnormal reflexes................ 137 R4 16 7 
Reflex 32 63 37 18 
Cerebrospinal] fluid on admission 
Clear, pressure less than 200 mm..... 87 &3 17 7 
Clear, pressure greater than 200 
Blood stained,..............00eeceeee 46 7 33 13 


only indirectly related to the total disturbance of con- 
sciousness and was more difficult to record accurately, 
for most patients had already commenced to make some 
response to stimuli when first seen, even in the admit- 
ting room. The relationship between duration of coma 
and duration of disability was, however, in general 
parallel with that of disorientation, and the scatter for 
post-traumatic amnesia, as might be expected, was an 
almost exact replica of that for disorientation. We shall 
therefore consider first the relationship with disorienta- 
tion, shown in abridged form in table 4. It will be 
seen that the proportion returned to work within two 
months falls steadily in proportion to increased duration 
of immediate disturbance of consciousness. There is a 
significant increase in disability if disorientation is pro- 
longed beyond twenty-four hours. The effect of dura- 
tions of minutes was insignificant. 

The state of confusion which precedes recovery of 
full consciousness may be complicated by restlessness or 
apathy, or in the absence of confusion emotional out- 
bursts or restlessness may color the immediate mental 
picture. Any of these affective states was associated 
with delay in recovery compared with essentially normal 
balance. 
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ness Following Head Injury, 
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Of the various direct clinical criteria of injury the 
presence of fracture of the skull was associated with 
significant delay in recovery. This delay was greater 
when fracture was observed on x-ray examination (58 
per cent beyond two months) than when recognized by 
bleeding from orifices or at operation only (22 per 
cent). The influence of hematoma of the scalp or 
laceration of the scalp proved to be negligible, but 
laceration of the scalp with compound fracture was in 
a very small group associated with delay. 

The presence of headache, dizziness or vomiting dur- 
ing hospital admission was of negligible significance. 
The findings in the cerebrospinal fluid (on the first or 
second day after injury except for 4 cases) showed no 
influence of increased pressure but nearly doubled the 
prolongation of disability if the fluid had been blood 
stained. There was correlation between the presence 
of blood in the fluid and duration of disorientation. 

The presence of extensor plantar responses and 
increased tendon jerks with or without corresponding 
asymmetry of the abdominal reflexes was also associated 
with definite delay. Either generalized or focal activity 
in the electroencephalogram (table 5) was similarly 
associated with delay, but only in the few cases of brief 
focal abnormality was this delay remarkable. The con- 
firmation of presence of subdural or epidural hematoma 


Taste 5.—Relationship Between Tests and Complications 
and Return to Occupation 


Per Cent Return 


Number - 
‘ of Within After After 
ases 2Mos. 2Mos. 6 Mos. 
No generalized abnormality......... 67 78 22 13 
Transient generalized abnormality 
No foeal abnormality............... 91 75 25 ll 
Transient focal abnormality present 9 56 44 1! 
Intellectual performance tests 
Below estimated standard late in 
67 33 6 
Below estimated standard at first 
Late defect of measured compared 
with estimated intelligence...:.... 7 71 29 14 
Measured intelligence (best attainment) 
Below normal..................2--005 10 80 20 0 
Average normal..................... 53 74 26 9 
Above normal..........-..0sece.e02: 21 90 10 0 
Cranial operations................... . 7 57 43 29 
Complications of convalescence 
Lek 65 91 9 0 
Litigation or compensation......... 32 63 37 9 
Other fimancial....................... 7 100 0 0 
Domestic 16 100 0 0 
Other disease or injury.............. 16 63 37 13 
More than 11 55 45 36 
Symptomatology in convalescence 
Mental symptoms, headache and 
27 52 26 
Mental symptoms with or without 
other symptoms.............66..5. 53 47 24 
Headache alone or in combination.. vel 68 32 17 


was made in very few cases and in them recovery was 
not delayed. 

Tests for intellectual performance from the batteries 
detailed by Ruesch and Moore * and Ruesch '* from an 
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earlier phase of the present study revealed only a small 
percentage of patients whose performance late in the 
hospital course (after recovery of orientation) and at 
the first follow-up one month after leaving the hospital 
had not reached a steady level. A similar small group 
late in convalescence failed to reach their calculated 
pretraumatic level based on scholastic and occupational 
attainment. In these groups there was slight delay in 
resumption of occupation. Close examination of the 
records of the 7 patients in the last group revealed that 
all except 2 had suffered trivial injury, and of them 
4+ had returned to work within two months and only 
1 after nine months because of fears and nervousness 
associated with litigation. Of the 2 others, 1 had been 
disoriented for five days and had slowness in thinking 
for some nine months but had returned to full work 
within two months. This patient was completely 
recovered in one year. The remaining patient had been 
disoriented for twenty-four hours and was mentally 
slowed for ten weeks but then had recovered completely 
and returned to work. All 7 patients were under the 
age of 24 years. Persistent intellectual defect residual 
from prolonged disorientation therefore cannot appear 
as a factor in disability as a whole and was clearly 
operative in only 2 patients (1 per cent). 


TasLe 6.—Diagnostic Category in Relation to 
Employment Disability 


Per Cent Return 
Number — 

of Within After After 

Cases 2Mos. 2Mos._ 6 Mos. 
Dazed or sealp injury only............ 12 83 17 17 
72 85 15 7 
Coneussion plus “edema”™........ Shaws 13 92 8 0 

Laceration with paresis or paralysis, 

cerebral or of cranial nerves......... 45 57 21 
Hematoma, subdural *.............65. 9 33 67 22 


* Separate series of hematomas of wider age range from the whole 
xroup of 430 cases for comparison. 


Factors Operating in Convalescence—The presence 
of complications in convalescence, including _litiga- 
tion, compensation or insurance, domestic and family 
troubles, occupational difficulties, other financial prob- 
lems, other diseases or injuries or more than one of 
these was carefully recorded, regardless of the opinion 
of the significance of each. Questions of compensation, 
occupational difficulties and the presence of other dis- 
eases or injuries (though the head injury was blamed 
by the patient) emerge as of high significance, as also 
did combinations of factors (usually involving com- 
pensation). Domestic difficulties and financial prob- 
lems other than compensation proved to be without 
statistical effect. 

The symptoms present in convalescence have been 
examined in their relation to disability in the preceding 
section. It may be noted that mental symptoms of any 
kind had an extremely high correlation with disability. 
Of patients with such symptoms only 53 per cent were 
back to full occupation within two months and only 
76 per cent within six months. Of patients without 
such symptoms, 95 per cent returned to occupation 
within two months and 100 per cent within six months. 
Headache had less correlation with disability than had 
mental symptoms (tables 2 and 5). 


Relationship Between Initial Surgical Diagnosis and 
Disability —It is also of interest to compare the prog- 
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nosis with regard to employment disability in the 
various diagnostic categories in closed head injury 
(Munro '°). If by concussion is understood an immedi- 
ate disorder of consciousness without change in the 
spinal fluid or other evidence of structural damage to 
the brain, by edema is meant the same clinical phe- 
nomena but with raised pressure in the cerebrospinal 
fluid (over 200 mm.), and by cerebral laceration the 
finding of blood in the spinal fluid with or without loss 
of consciousness, and without paralysis or change in 
reflexes ; the figures for these conditions as they occurred 
in the 200 cases are given in table 6. The presence 
of disorder of consciousness with abnormal neurologic 
signs—hemiparesis, facial or other weakness or cranial 
nerve injury—is listed as a further, separate category. 
A small series of acute subdural hematomas is included 
for comparison. 

Whereas such diagnostic categories had little value 
in prognosis as between concussion, edema and lacera- 
tion, the prognostic value of separation of all cases 
showing abnormal neurologic signs, whether of reflexes, 
of central paralysis or of cranial nerve palsy, is empha- 
sized. This, however, is only one aspect of the subject, 
for it will be noted that disability lasting over six 
months was as common after trivial injuries as of 
those with neurologic disorder. Only when the environ- 
mental factors of the injury are taken into consideration 
is this discrepancy accounted for.. : 


The Post-Traumatic Cerebral Syndrome—The 30 
patients who suffered from the combination mental 
symptoms plus headaches plus dizziness were of par- 
ticular interest in view of the literature that has accumu- 
lated around this “postconcussion syndrome.” The age 
and sex distribution did not differ from that of the 
whole group. All had lost consciousness except 3, but 
only 13 had disorientation for over one hour, and only 
3 for over twelve hours. Laceration of the scalp had 
occurred in 19, and only 4 had no outward sign of head 
injury, neurologic signs were positive in only 2, and the 
spinal fluid was blaod stained in only 5-(not examined 
in 5). Electroencephalographic abnormality occurred — 
in 8 (not examined in 8). In terms of the foregoing 
classification 20 of these patients had suffered from 
concussion. In the whole group the headache was 
decidedly infhienced by posture in 8 and by effort in 12. 
The dizziness was directly influenced by change of 
position in 21. There was a history of pretraumatic 
neurosis in 6, of personality disorder in 8. Litigation 
complicated convalescence in 18, occupational difficulties 
in 11, and only 2 lacked any complication in this period. 
There was return to full occupation in less than two 
months from injury in 14, in more than two months 
in 13 and only after six months in 7 of these (table 5). 
In 3 working efficiency was disturbed by other causes. 

The “post-traumatic” or “postconcussion” syndrome 
was therefore commonest following minor injury, and 
the frequency of scalp injury and of complicating envi- 
ronmental factors in convalescence are notable. Even 
in the very high correlation of these features the full 
syndrome only slightly exceeded the correlations of any 
of the symptoms occurring singly or in other combi- 
nation with the same factors. In terms of disability 
from employment the postconcussion syndrome has the 
same prognosis as have the mental symptoms of which 
it is partly composed (table 5). 

The Outcome of Prolonged Disorientation.—Mental 
symptoms followed severe injury (disorientation over 
twenty-four hours) in 15 of 23 patients. In 2 of these 
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the symptoms were of fatigue and nervousness, in 7 of 
anxiety and in 6 of personality change alone. Of the 
latter 3 were delayed beyond two months in return 
to occupation and in 2 of these cranial nerve paralysis 
and epilepsy were given as the cause of delay. Anxiety 
and related states remained highly correlated with dis- 
ability in the group, all 9 being greatly delayed in 
return to occupation. The group of severe injuries 
without mental symptoms all returned to occupation 
within two months or were delayed by other injuries. 
The features of severity of injury which indicate a bad 
prognosis were therefore resolved into great likelihood 
of cranial nerve injury, epilepsy or associated injury 
to parts other than the head, and also an increased 
liability to anxiety symptoms. The proportion of head- 
ache and dizziness remained the same. We therefore 
submit that the term “postconcussion syndrome” be 
dropped 
SUMMARY 

Statistical analysis of the association of various fea- 
tures of the head injury with the resulting absence from 
‘employment indicate a constellation of features which 
correlated with prolonged con ence. The relative 
degrees to which prognosis was thus affected may be 
indicated in the list presented in table 7, in which 
factors are represented in order of percentage disability. 

From our whole analysis it appears possible to reach 
a generalization that the factors of prognostic ill omen 
can be arranged in two chief groups, those that are 
indicative of injury to the brain and those which relate 
to the environment. In the former, focal neurologic 
signs, focal or general electroencephalographic change 
and prolonged disorientation appear to be of primary 
pathologic significance, and the presence of blood in the 
spinal fluid and fracture of the skull to be less directly 
associated. In the environmental group are sources df 
anxiety derived from the injury, the initial emotional 
disturbance, the circumstances of employment or place 
of injury which predicate problems of compensation, 
and the circumstances and duration of convalescence, 
which breed anxiety as to personal or family security. 

In some hospitals, particularly those serving centers 
of heavy industry, a greater proportion of compound 
fractures of the skull might be expected, with corre- 
sponding increase in disability. The type of head injury 
here represented, however, is held to be fairly repre- 
sentative of average accident admissions. 

Headache was the most frequent symptom following 
head injury, and the combination of headache and dizzi- 
ness undoubtedly causes much distress. These symp- 
toms had, however, a relatively small association with 
disability from occupation. Without prejudice to their 
essential nature, their value in causing disability was 
found in their association with mental symptoms. 

The insignificant part played by defect in intellectual 
function requires special comment. The performance 
tests used showed well defined defects only in the hospi- 

- tal course with subsequent improvement and were 
selected from two preliminary batteries devised to 
emphasize the type of performance defect (Ruesch and 
Moore**), In addition a standard intelligence test 
(Wechsler-Bellevue) was administered by Dr. Cole in 
follow-up. Defective performance persisting for long 
periods was demonstrated in some patients (Ruesch **), 
particularly following prolonged post-traumatic con- 
fusion (Moore and Ruesch**). The elimination of 
patients over 55 years of age and of chronic alcoholic 
addicts from the present analysis, however, elimi- 
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nated all such examples of “post-traumatic dementia” 
(Denny-Brown,'* Cole Persistent mental slowing 
was seen in 2 patients with ultimate recovery but did 
not account for prolonged disability. It is possible that 
severe cerebral lacerations by penetrating injuries 
would leave more persistent intellectual impairment, 
but the best examples in our series, one of whom had 
extensive laceration of both frontal lobes by a buzz saw, 
made a remarkable recovery in all performance tests. 
The conclusion further throws doubt on the ability of 
trauma alone to induce persistent dementia in a healthy 
brain. 
Head injuries with prolonged disturbance of con- 
sciousness, blood ian the spinal fluid and_ positive 
neurologic signs following the injury led to transitory 
intellectual slowing, persistent headache and dizziness, 
disorder of personality, cranial nerve paralysis, epi- 
lepsy or combinations of these. All these after-effects 
account for only a small part of prolonged disability 
(29 per cent of 34 cases). In the remainder the patient 
attributed his disability to symptoms clearly referable 
to an anxiety state (anxiety neurosis) even after the 


TaBLE 7—Factors of Bad Prognostic Significance 


In Relation to Return 


Within Two Months Within Six Months 
Disorientation over 7 days Disorientation 1-7 days 
Disorientation 1-7 days Laceration of scalp with com- 
Transient abnormality in electro- pound fracture 
Initial apathy 
Age over 40 years 
Injury to other parts 
Disorientation over 7 days 
Blood in cerebrospinal fluid in first 

2 days 
Fracture of skull 
Abnormality in reflexes 
Initial emotional] disturbance 
Other disease or injury compli- 
cating convalescence 
Electroencephalographie abnor- 


encephalogram 
Initial restlessness or excitement 
Abnormality in reflexes 
Other disease or injury compli- 
eating convalescence 
Questions of compensation or 


Initial apathy 
Defect in intellectual performance 


late in hospital stay mality 
Age over 40 years Questions of compensation or 
litigation 


most severe injuries. If a judgment were allowable in 
relation to certain cases of isolated headache or dizzi- 
ness the proportion would be higher. We therefore find 
no reason to separate the after-effects of injuries with 
transient disturbance of consciousness from those of 
more severe injuries, except that the latter contained 
a larger proportion of residual physical symptomatol- ~ 
The predominating association with occupational 
disability in all types of head injury was anxiety state 
(anxiety neurosis). 
The effect of head injury on the individual involves 
a complex readjustment in which a large number of 
different factors are reflected. In the absence of influ- 
ence of age, which the selection of material in the study 
has tended to minimize but which began to be apparent 
as early as the fifth decade, the psychiatric structure 
existing before the injury was found to have a sur- 
prising absence of effect on the end result. The circum- 
stances of the injury, the duration of disturbance of 
consciousness and the environmental factors in conva- 
lescence were the factors of greatest importance. Of 
the latter occupational difficulties were as important as 
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questions of compensation. Therapeusis directed to 
lessening post-traumatic disability would appear to have 
greatest promise in the direction of psychjatric control 
ot the effect of these factors, by which is meant an 
attempt to minimize their potency in the production of 
persistent symptoms of anxiety. Finally, this study 
indicates that the high percentage of anxiety symptoms 
reported to follow the head injuries of war is not 
peculiar to that circumstance. , 


CONCLUSIONS 


1. Out of 430 consecutive admissions to the Boston 
City Hospital immediately following head injury a 
series of 200 cases, selected only by exclusion of age 
groups under 15 years and over 55 years, and of 
vagrants and chronic alcoholic addicts, was followed 
for intervals of six months or longer. Each patient 
was examined soon after admission and at regular inter- 
vals thereafter by a team consisting of neurologists, 
psychiatrists, a psychometrist, an electroencephalog- 
rapher and a social worker. 

2. The majority of injuries (53 per cent) were 
derived from traffic accidents, and relatively few were 
of great severity, consisting chiefly of “closed head 
injury” with varying degrees of scalp injury and loss 
of consciousness. Twenty-seven patients had_post- 
traumatic amnesia lasting over twelve hours, 22 patients 
over two days, 8 over seven days. Eighteen patients 
had clear evidence of fracture of the skull. 

3. One hundred and ten patients (55 per cent) com- 
plained of symptoms in convalescence. The symp- 
toms were related to structural physical disorder in 
16 patients, to psychiatric symptoms in 70, to headaches 
in 81 and to dizziness in 68. These symptoms were fre- 
quently associated, but each could occur alone. The 
association of headache, dizziness and psychiatric symp- 
toms (“postconcussion syndrome’’) occurred in 30 
patients. 

4. Absence from full occupation occurred in 30 cases 
by reason of other injuries or unrelated causes. In 
the remaining 170 patients, 136 returned to full occu- 
pation within two months, 16 in the third and fourth 
months, 4 in the fifth and sixth, 9 between six and 
9 months, and 5 nine months or more after injury. 
Such disability has variable relationship to the various 
post-traumatic symptoms. Psychiatric symptoms had 
the highest correlation with prolonged disability. 

5. Factors of bad prognostic significance in relation 
to return to occupation within two months of the injury, 
and within six months of the injury, were analyzed. 
In each case features indicative of severity of injury 
(prolonged disorientation, abnormal neurologic signs, 
blood in the spinal fluid, electroencephalographic abnor- 
mality) and those indicative of psychologic stress 
(initial excitement or apathy, occupational worries, 
anxiety over compensation) were intermingled. 

6. The symptoms associated with prolonged dis- 
ability, whether the injury had been severe or mild, 
were predominantly mental symptoms related to 
anxiety. Even after severe injuries cranial nerve 
paralysis, dizziness and headache, and_ personality 
change accounted for a minor part of disability. Intel- 
lectual disorder played no significant part. 

7. The environmental factors of the injury were in 
total effect more important in accounting for disability 
than were the factors indicative of severity of injury, 
but neither can be neglected in the assessment of prog- 
nosis. The extensive association between head injury 
and psychiatric factors indicates possibilities for lessen- 
ing disability by psychiatric treatment. 
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STIFF NECK AND MENINGEAL 
IRRITATION 
JOHN A. TOOMEY, M.D. 
CLEVELAND 


Stiffness of the neck is often found in clinical practice 
accompanying meningeal irritation. Yet, paradoxically 
enough, patients have been erroneously diagnosed as 
having had meningitis because of its presence. We 
had to note the conditions where stiff neck was found, 
for it soon became obvious that not all stiff necks were 
due to meningeal irritation. 

In order to establish a diagnosis when this condition 
is present, one has to collect the evidence based on 
inspection, percussion, palpation and rarely auscultation. 
The factors causing stiffness of the neck originate in 
nerves, muscles, bones, fascia, ligaments, glands and 
other structures. The neck is inspected from front, 
side and back. One notes how the head is held. Is it 
braced and splinted to avoid pain? Is there pain in 
certain positions only? Is pain absent? Is the entire ° 
head and neck moved in a marionette manner or is the 
neck stiffened so that forward movement is impossible 
while lateral movement is still tolerated? The neck 
should be palpated along the posterior spine for bony 
landmarks, along the occiput and mastoid portions of 
the temporal bones, over the paranasal sinuses, at the 
base of the sternocleidomastoid muscle insertions, along 
the course of this muscle, and in all the triangles and 
fossae of the neck. Is any bone more prominent or 
more tender than usual? Is there a cervical rib or 
scalenus anticus syndrome? Are there tumors present 
fixing the surrounding tissue? Is it possible to over- 
come the stiffness or muscle spasm present by continu- 
ous gentle forward pressure? The finger should be 
inserted into the pharynx and its walls palpated, espe- 
cially in the lateral direction. Auscultation gives infor- 
mation only occasionally, such as when air is present 
subcutaneously or a bruit may be heard over the thyroid. 
The latter are facts of academic interest and of little 
importance in the present instance. 

Any organism can cause meningitis with evidence 
of meningeal irritation, including a stiff neck. The 
stiffness is always found present except under three 
circumstances: (1) when there is extreme toxicity 
and death occurs a few hours after the infection has 
started, i. e. with a fulminating infection, (2) some- 
times if the patient has been sick a long time and 
is examined just before death and (3) when the patient 
is an infant. 

The stiffness present in meningitis is against forward 
motion of the head; lateral movement is usually pos- 
sible. It is accompanied by other findings—a positive 
Kernig reaction, perhaps a Brudzinski sign, opisthotonos 
and pain along the back.. The mere presence of stiffness 
and a positive Kernig reaction indicates a meningeal 
irritation. 

It has become a habit with clinicians to attempt to 
raise the head forward from the supine position and 
if there is pain or resistance to conclude that the patient 
has meningitis. This does not always follow. This 
resistance to head flexion is sometimes referred to as 
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a Kernig sign. This is incorrect. The examiner must 
flex the thigh on the abdomen and attempt to straighten 
out the leg at right angles to the body to demonstrate 
the original Kernig maneuver. The patient ill with 
meningitis will not only have resistance when the head 
is lifted and bent forward but he will also have a posi- 
tive Kernig reaction (Brudzinski’s sign). When the 
neck of a patient with meningitis is pulled forward, 
the legs may flex themselves simultaneously. This is 
similar to the Brudzinski contralateral reaction in the 
uther leg when the Kernig maneuver is done. The 
important point is that, no matter how stiff the neck, 
the Kernig sign in the legs must also be positive or the 
patient does not have meningitis. The one exception 1s 
a meningeal irritation, which occasionally accompanies a 
lower motor neuron disease like poliomyelitis. 

The reverse opinion is sometimes held that there 
can be no meningitis if the neck is not held in a well 
stiffened position. In the main this is true of those 
infections of the meninges due to pyogenic organisms, 
However, the patient may, as stated previously, lose 
this response just before death if he has overwhelming 
toxemia or if he is an infant less than a year old. In 
the latter instance the other signs are sudden onset, 
high fever, a bulging fontanel and perhaps convulsions. 

Stiffness with meningitis persists until the patient 
is better, usually for two or more weeks or if the disease 
is fatal until just before death, when all reflexes may 
disappear. It is important, therefore, to stress the 
“persistence” of meningeal signs. A patient may have 
a stiff neck accompanied by meningeal signs and yet 
not have meningitis. This happens in three conditions, 
namely pyelitis, infectious diseases of the gastrointestinal 
tract and pneumonia. If the patient is a female with 
a spiking type of a temperature curve who has signs 
of meningitis that do not persist but come and go, the 
diagnosis is usually pyelitis. One of the stiffest necks 
I have seen was present in an 11 year old boy with 
pyelonephrosis. 

There may be localized spots of irritation in the neck, 
Capps points, which when present indicate a diaphrag- 
matic pleurisy. If the patient has referred pain in the 
so-called deMuzzy’s buttons, one an inch out and a 
half inch up from the umbilicus, one underneath the 
ninth rib at the juncture of the lateral rectus line, one 
in the back along the spine in the region of the sixth 
vertebra, there may bé phrenic irritation with an early 
pneumonia. If in addition to the foregoing the abdomen 
is splinted and boardlike and associated with pain on 
pressure over the lower ribs, the diagnosis usually is 
pleurisy and early pneumonia, and the stiff neck can be 
ignored. 

A stiff neck is frequently found in patients with 
severe typhoid, fleetingly with paratyphoid A or B infec- 
tions of the intestine. 

Only one type of meningeal irritation gives a bizarre 
reaction. Here, as the clinical course progresses, the 
neurologic signs become bizarre in character and actu- 
ally different on .one side as compared to the other, 
on the same and on different days, with a varying 
of spasticity and flaccidity. The eyes are out of focus. 
Such a picture is practically always indicative of a tuber- 
culous meningitis. In this condition all the signs of 
meningeal irritation may at times be completely absent. 

Stiffness is present with acute infections of the central 
nervous system other than those causing a leukocytic 
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reaction. It is a common finding with virus infections. 
In poliomyelitis the stiffness or flexor muscle spasm 
lasts for a few days only—twenty-one at the most. If 
the muscles of the leg are not involved, a classic Kernig 
response can be obtained. If they are paralyzed, the 
mechanism for its production is lost. 

Should the neck be stiff and should there be signs 
of a lower motor lesion, i. e. decreased or absent reflexes 
and nuclear paresis or paralysis, the chances are that 
the patient has a lower motor neuron lesion with 
meningeal irritation, probably poliomyelitis. On the 
other hand, if signs of meningeal irritation, including a 
stiff neck, are present together with signs of an upper 
motor neuron lesion, i. e., positive Babinski, Oppenheim, 
Gordon or other reflexes, hyperactive, deep spinal 
reflexes and spastic muscles, the patient has an upper 
motor lesion with meningeal irritation. 

A stiff neck caused by exposure to wind or cold is 
seen in the winter time. Movement of the neck becomes 
very painful. 

Sudden changes of temperature, air conditioning and 
so on have a profound effect on some persons. The 
neck stiffens and there will be a low grade pain, almost 
like a dull toothache. The history helps here. The 
true Kernig sign will be negative. The neck can be 
moved through all its arcs of motion by constant but 
gentle pressure—movements not possible for the patient 
with meningitis. This cortdition can be relieved by 
hydrotherapy. 

Lymphatic glands.may be found in and about the 
sternocleidomastoid muscle -on. all sides. A focus of 
infection in the mouth, tonsils or throat drains to the 
local lymph glands. These may swell to the point where 
they irritate the surrounding tissues and cause the pro- 
ducticn of spastic muscles and a stiff neck. Movement 
may become so painful that the head will be voluntarily 
held splinted. The patient moves with robot-lke stiff- 
ness, and the entire back is used as a pivot when turning. 
Gentle persistent pressure, even though painful, will 
allow the operator to move the head in all directions. 
Finding a focus and localizing the swelling to the 
lymph glands by palpation rule out meningeal irritation. 
The convincing evidence is that the neck can be moved 
forward with persistent pressure. 

A common cause of stiff neck is neuritis, often of 
the occipital nerve. These patients are sometimes diag- 
nosed as having meningitis. When examined, it will 
be found that, although the neck is mobilized and held 
stiff, it also can be moved if pressure is applied slowly. 
The pain is present all the time, whether the neck is 
moved or not. *Heat may relieve the pain. Trigger 
areas are found in the back of the neck and head, which 
when pressed cause sharp pain. Often if the pressure 
is slowly and continuously applied over those points the 
pain disappears. The pain is constant and may be like 
that with a unilateral migraine headache. The vessels 
of the painful side may be dilated during attacks. If 
these are compressed, the pain may disappear. The lack 
of fever and the past history of previous attacks help 
rule out any meningeal irritation. ; 

Occasionally swellings will begin in the floor of the 
mouth and extend laterally in and along the subcuta- 
neous tissues of the neck, fixing it with boardlike 
rigidity. Ludwig’s angina is easy to differentiate, since 
there is brawny induration of the anterior portion of 
the neck and floor of the mouth. “Bull neck,” which 
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fixes the head likewise and occurs in diphtheria, may 
be preceded by glandular enlargement followed later by 
a sudden swelling of the subcutaneous tissue. Often, 
however the swelling may come on suddenly without 
previous glandular enlargement and the whole area of 
the head and neck becomes fixed. There should be no 
difficulty in differentiation here. 

A Bezold’s abscess may irritate the sternocleidomas- 
toil muscle at its insertion and cause a spasm which 
fixes the neck. Here the history of an acute otitis 
media, probably purulent in type, pain over the mastoid 
and the like should give the clue. Likewise the swell- 
ings which fix the position of the head may start about 
the face in the preauricular lymph glands, in the parotid 
and in the buccal lymph gland. The location of the 
swelling is the differential point in the diagnosis. 

Osteomyelitis of the skull bone or of the vertebrae 
causes fixation of the neck. Tuberculosis of the cervical 
spine is a frequent cause of stiff neck. The head is 
splinted ; the merest movement causes great pain, which 
is usually localized. The patient holds the head in 
his hands when turning from side to side, so that there 
will not be the slightest jar—quite unlike the patient 
with meningitis, in which lateral movements are not 
usually accompanied by pain. The history completes the 
picture. It is much more difficult to differentiate menin- 
-gitis from tuberculosis of the lumbar vertebrae ; in fact, 
toward the end of the clinical course, even in tuberculosis 
of the lumbar area, there may also be an associated 
meningitis. Where there is no associated meningitis, 
splinting will be found in all the muscles of the lumbar 
area and not in the neck region. 

A few patients with dislocation of the cervical bones 
have been admitted to our service diagnosed as having 
meningitis. The position of the patient and the fact 
that there is no true Kernig sign should put the physician 


on guard. One can easily palpate the dislocation through 


the pharyngeal wall, and the x-ray examination will 
confirm the diagnosis. 

Patients with retropharyngeal abscesses may be diag- 
nosed as having meningitis because of the peculiar 
posterior bowed position of the neck. If one watches 
such an individual, two things are observed as peculiar 
and hence typical: the type of breathing and the position 
of the patient. The child’s inspiration and expiration 
are harsh and rasping, but cyanosis, anoxemia and air 
hunger are not present, provided he is inactive and does 
not have to breathe too fast. The child always assumes 
the “bronchoscopic” position, i. e. head forward and 
tilted back, the chin up, the rest of the body bowed 
back. He lies on his side, never on tthe back. The 
palpating finger makes the diagnosis definite. X-ray 
examination confirms it. Most of these abscesses are 
lateral to the midline and cannot be seen on inspection. 

Children and adults often sleep in cramped positions 
and awaken in the morning with stiff necks. There 
is no fever. There is only pain on movement and, 
paradoxically, in the average patient the more movement 
is employed the less the pain seems to become until 
finally the muscles may be worked loose entirely. In 
any event the neck can be moved about. 

A patient with congenital wry neck (torticollis) pre- 
sents no diagnostic difficulties. The scar tissue present 
may cause fixation of the neck by its contraction. Uni- 
lateral spasmodic wry neck is easily recognized, since 
the head is pulled and held to one side with intense 
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pain. The child with a bilateral spasmodic wry neck 
may confuse one for the moment, but palpation and 
history will soon rule out meningitis. 

Older persons with arthritis are occasionally admitted 
as having meningitis. Most of us have some arthritis 
after a certain age, an arthritis which may progress 
to the point of ankylosis without pain, although with 
limitation of movements and then out of a clear sky 
pain and muscle spasm will occur. Here the history 
helps. In the deforming type of reaction, spondylitis 
deformans, the poker back and the ankylosed vertebrae 
are obvious. They are easily palpated, and the contour 
of the spine is revealing. 

Injury, twists of ligaments and fractured vertebral 
processes or body sometimes cause stiffness. A sudden 
jerk of the head or twist of the body may pull a ligament 
away from the ends of a transverse process. Such a 
patient often complains of more pain than does one 
with a more serious impacted vertebral fracture. A 
few such persons have been admitted because of stiff 
neck and back, but the lack of any neurologic findings 
and any signs of a febrile reaction has prevented us from 
laying too much stress on the stiff neck present. 

Tetanus as well as rabies may cause a stiff neck 
during the course of spasms. In tetanus or any other 
condition treated intraspinally with horse serum, a 
sterile meningitis may develop with a stiff neck which 
will not disappear for a few weeks. 

All of the types of encephalitides may cause a stiff 
neck. If a meningeal reaction is present there is usually 
a pronounced increase in the amount of albumin present 
in the spinal fluid and in the number of cell forms. 
If the cellular reaction is slight and the albumin present 
scant in amount, there is little meningeal irritation 
and but little stiffness of the neck. 

In the usual type of sleeping sickness with but few 
cells present in the spinal fluid, the stiffness of the neck 
may be only occasionally present. However, it is often 
seen with other forms of encephalitis, such as the 
Japanese type B, St. Louis, lymphocytic choriomenin- 
gitis and equine encephalomyelitis. 

The apoplectic individual with massive hemorrhage 
is usually in shock and exhibits no stiffness until perhaps 
a week or two has passed and sometimes not even then. 
The individual with a slow meningeal bleeder, one 


with a ruptured berry aneurysm or a ruptured basilar. 


vessel, if not killed by the condition within a short 
time after the break occurs, may have nothing besides 
headache and an extremely stiff neck. The stiffness 
becomes more pronounced if bleeding persists. Other 
signs help differentiate, such as signs of increased intra- 
cerebral pressure and gradual onset of unconsciousness. 
The lumbar puncture helps to make the diagnosis 
definite. 

Other conditions have at times produced a reaction in 
the neck, including brain tumors with increased intra- 
cranial pressure, fractures of the skull with extravasa- 
tion of blood, pachymeningitis, mastoiditis, zygomatic 
mastoiditis, ethmoiditis, lead poisoning, uremia and toxic 
neuronitis. 

Enough has been said to indicate that a stiff neck 
imay not always mean that the meninges are irritated ; 
nor does the absence of a stiff neck always rule out a 
meningitis. It is a sign which, if present without other 
signs of meningeal irritation, may usually be ignored. 

3395 Scranton Road. 
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ABSTRACT OF DISCUSSION 


Dr. Grsert J. Levy, Memphis, Tenn.: One of the most 
frequent and common causes of stiff neck seen in children by 
both general practitioners and pediatricians is acute lymph- 
adenitis of the neck. This focus of infection may originate in 
the sinuses, mouth, tonsils or throat. In this clinical condition 
the painful neck movements and voluntary head splinting are 
characteristic. Dr. Toomey has described how these glands 
swell and irritate the surrounding tissues with the resultant 
spasticity and stiffness of the muscles. Not infrequently you 
will be rewarded by finding on deep palpation that these glands 
have extended as far down as the clavicle on one or both sides 
of the neck. The symptoms of stiff neck in infants at times 
present a most baffling problem. Nuchal rigidity may or may 
not be present. The young infant lies motionless and has a 
shrill cry. Attempted flexion of the neck offers little infor- 
mation. Frequently acute gastrointestinal infections, pyelitis, 
pneumonia and occasionally malaria may be the answer. One 
manifestation of stiff neck and meningeal irritation, which is on 
the increase, certainly in our section of the country, is lympho- 
cytic choriomeningitis. One striking feature of this clinical 
condition is the pronounced rigidity of the neck, though most 
of these patients do not appear unusually ill. Tetanus, a 
decreasing disease, illustrates clinically stiff neck more than any 
other disease. I believe that most physicians will agree that in 
tetanus the head is “heavier,” because of the increased muscle 
spasm, than in any other clinical entity. Rabies likewise may 
or may not produce stiffness of the neck. At the. isolation 
hospital we have encountered 3 cases of pseudolyssa, or hysteria, 
which were admitted as cases of hydrophobia. Two gave a 
history of dog bite and 1 of cat bite. A quick and ready 
appraisal to the diagnosis which has never been found wanting 
is to stand quietly behind the patient at the head of the bed 
and exert sudden but firm pressure under both supraorbital 
ridges. The results are understandable. 

Dr. ArcuipaLtp L. Horne, Chicago: The significance of stiff 
neck may be trivial or it may be of the utmost importance. Not 
every patient with a stiff neck has meningitis, nor does every 
meningitis patient have a stiff neck. We have had fatal cases 
of whooping cough where autopsies disclosed that infants died 
of extensive pneumococcic meningitis, a condition not considered 
during the life of the patients. An acute infection may cause 
stiffness of the neck. Prior to the days when typhoid was a 
rarity in Chicago it was frequently confused with meningitis. 
In the present season, with the likelihood of poliomyelitis appear- 
ing, probably every child with a stiff neck will be suspected of 
having cither poliomyelitis or meningitis. While there is nearly 
always stiffness of the neck in poliomyelitis, usually the patient 
also has at the same time a head drop which is not commonly 
seen with meningitis. It was gratifying to hear Dr. Toomey 
state that intraspinal treatment causes stiffness of the neck. 
Some years before the introduction of the sulfonamide drugs, we 
abandoned all intrathecal therapy. Nevertheless most of us can 
look back and recall that a good many patients recovered, in 
spite of the old methods of treatment. One of the questions to 
decide is whether stiffness of the neck is voluntary or not. 
Patients who are sent to our contagious disease hospitals in 
Chicago with a diagnosis of meningitis always receive a lumbar 
puncture, even though we may believe that meningitis is not 
present. Therefore patients who are thought not to have menin- 
gitis are more certain to have a spinal tap than patients for 
whom we think the diagnosis is assured. If the diagnosis is 
verified either by a blood culture or possibly by a smear from 
petechiae in the skin, usually a lumbar puncture is necessary. 
The paper of Dr. Toomey’s is of immense importance. He has 
covered far more completely than most people could all of the 
various circumstances which may contribute to a stiff neck. 
Outside of a hospital few physicians would be likely to witness 
all of the conditions which Dr. Toomey has referred to and 
described so clearly. 

Dr. Joun A. Toomey, Cleveland: When Dr. Hoyne men- 
tioned the war I though he was about to call my attention to 
the fact that concussion can cause stiff neck. He referred 
to whooping cough. This reminded me that I had forgotten 
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to mention whooping cough encephalitis, although it could be 
inferred, since I stated that any acute infection may be the 
cause of a stiff neck. A spastic hemiplegic condition may 
develop during the course of whooping cough, a condition from 
which recovery usually occurs. If it does not there is flexion 
contraction of the fingers with an atrophy of the face on the 
ipsilateral side. Dr. Hoyne stated that intraspinal injections 
could cause a stiff neck. Penicillin should be mentioned in this 
connection. One wonders why in the treatment of meningitis 
(epidemic) patients should be subjected to daily injections of 
penicillin for two or three weeks when they can be benefited 
and almost cured within forty-eight hours by the use of meningo- 
coccus antitoxin and sulfonamide drugs. Sometimes a most 
severe stiff neck will accompany early rheumatic fever. 


OVERTREATMENT DERMATITIS 


L. EDWARD GAUL, M.D. 
DUBUQUE, IOWA 


Almost every day skin lesions are observed that 
have been made worse by imprudent topical therapy: 
Even neoplasms are not spared from the “put some- 
thing on it” impulse. A similar situation must exist 
on the West Coast, because at a forum on Overtreat- 
ment in Dermatology Miller? stated that “a compara- 
tively large number of patients in routine dermatologic 
practice are forced to seek treatment because of irri- 
tation from remedies applied and not due to their 
primary complaints.” Apparently all that the skin has 
to do is to complain a littl—an evanescent erythema 
or pruritus—and it is impulsively daubed with the 
nearest thing at hand. This practice often causes 
needless complications, loss of gainful work, unneces- 
sary expense and hospitalization, even the acquiring 
of cutaneous sensitization. 


PLAN OF STUDY 

While the routine dermatologic history was being 
taken the previous treatment was recorded in sequence. 
A duplicate list of these preparations was given the 
patient. This procedure made the collection of reme- 
dies used as complete as possible. During the interim 
and depending on the indications, saline compresses 
were advised or a colloidal clay lotion or paste. Usually 
the patients returned the same or the following day 
with the remedies. Patch tests were performed with 
these as well as with other suspected contactants and 
read in forty-eight hours. 

Three criteria were set up to guide this study: 
1. The patch test had to reproduce in miniature some 
of the characteristics of the presenting dermatitis. 
2. The patch test reaction had to persist at least four 
days. 3. When the irritant present in a remedy was 
removed, the superimposed dermatitis had to involute 
in a reasonable time, about three weeks. When these 
criteria were satisfied it was concluded that the initial 
skin lesion had been complicated, made worse, by 
remedies applied. ; 

REPORT OF CASES 


The following reports were selected from the series ° 
observed to illustrate the most common classes of skin 
lesions the recipients of overtreatment. The success 


Miller, H. E.; Ayres, S., Jr., and fe cer H. E.: 


Overtreatment 
in California "West Med. 51: 
2 


251-253, 1939. 

Organic mercury compounds have led all the other cutaneous drugs 
in producing positive patch tests. It would seem appropriate that tinc- 
tures, salves lotions containing a mercury compound ara 
warning on the label of the presence of a sensitizer. 


27 
5 


440 


OVERTREATMENT 


achieved by “taking something off” stands out in sharp 
contrast to the complications produced by the common 
tendency of always “putting something on.” 


Crass 1.—Physical agents causing superficial injury— 
actinic, thermal or traumatic: 


Case 1—S. M., a white woman aged 20, a student nurse, 
was referred for a dermatitis of the left hand. 

History —Three weeks previously the dorsum of the hand 
was burned from spattering bacon grease. Several pea size 
blebs appeared, which were opened and painted with the 
tincture of an organic mercurial. The following day the lesions 
were swollen and inflamed. During the ensuing three weeks 
petrolatum gauze, sulfanilamide and sulfathiazole powders and 
ointments, boric acid ointment, a burn ointment and calamine 
lotion were applied. 

Examination—The dorsal area of the left hand was occupied 
by a tense bullous lesion. The central portion was hemorrhagic. 

Course.—Saline compresses were applied with instructions to 
change every four hours. The following day a generalized 
morbilliform eruption appeared and the patient was hospitalized. 
The buccal mucosa was eroded opposite the lower left first 
molar tooth. The latter had been filled with amalgam one year 
before. Within four days the hand showed definite improve- 
ment and simultaneously the body eruption faded. Also the 
erosion in the mouth disappeared. At the end of a week the 
patient left the hospital. The saline compresses were discon- 
tinued after six days and a colloidal clay lotion was substituted. 
The lotion was withdrawn within a week as the result of rapid 
involution. The periphery of the lesion showed coalescent pea 
sized areas of depigmentation. 

Laboratory Tests—The routine examinations were negative. 
When the dermatitis had cleared, patch tests were performed 
with the remedies. The tincture of the organic mercurial 
induced only an erythema. The burn ointment was 4 plus, 
producing a miniature bullous lesion. The manufacturer sup- 
plied the ingredients and all patch tests were negative except 
the organic mercurial, which was applied in an aqueous dilution 
of 1: 100,000. This dilution produced a bullous lesion. Again 
the tincture induced a simple erythema. The patch test with 
the aqueous organic mercurial produced a flare of erythema 
about the site, and simultaneously the erosion appeared on 
the buccal mucosa opposite the amalgam filled tooth. There 
was no reaction opposite the older amalgam filled teeth. 

Progress—All was well with this patient for six weeks, 
when suddenly a bullous dermatitis appeared on the palmar and 
medial surfaces of the middle and ring fingers of the left hand. 
Some thermometers had been removed from a solution of 
mercury bichloride 1:100. The patient had been warned of 
a mercury sensitivity. Two weeks later a patch test with 
mercury bichloride 1: 100,060 produced a bullous lesion at the 
site. Again the erosion appeared in the mouth. The areas of 
depigmentation on the hand have persisted for four months. 

Comment.—Several superficial burns caused a total disability 
of the left hand for two months and a week of hospitalization. 
Three consultants advised a change of education so as to avoid 
mercury contact. The acquired mercury sensitivity dates from 
this episode. 


Case 2.—R. A., a white boy aged 13, a farm boy, was 
referred for a dermatitis of the right elbow, knee and forehead. 

History—Two weeks previously the patient fell off a pony 
and scratched the skin of the knee and elbow. The areas were 
wiped with kerosene and a burn ointment was applied, followed 
by a pink salve, boric acid ointment and a white salve. A 
week later a dermatitis appeared on the forehead limited by 
the sweat band of a straw hat. The same hat had been worn 
the two previous seasons. 


Examination—The forehead showed two rectangular areas of 
dermatitis. The right knee and elbow region showed a weeping 
and crusted inflammation. 

Course—Saline compresses were applied for four days, 
changed three times daily. A colloidal clay paste was then 
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applied for one week. The area of dermatitis on the forehead 
cleared in ten days, that on the elbow and knee in less than 
three weeks. 

Laboratory Tests—Routine examinations were negative. All 
patch tests were negative except the leather hat band and the 
burn ointment. The label of the latter declared thirteen different 
chemicals, including an organic mercurial. The ingredients have 
been requested but as yet they have not been received. 


Comment.—After the dermatitis involving the extremities had 
cleared, the straw hat was worn without causing trouble. A 
later patch test to the sweat band was negative. This episode 
caused a partial disability of five weeks. 


Crass 2.—Dermatitis—atopic or contact: 


Case 1.—S. G., a white woman aged 30, a housewife, was 
seen for a generalized dermatitis. 


Htstory.—Since puberty the patient had had recurrent attacks 
of dermatitis involving the atopic areas each spring. Four days 
previously she applied a salve recommended by a friend. The 
following day the areas of existing dermatitis became acutely 
inflamed. 


Examination—The flexor surfaces of the extremities, the 
neck, the chest and the abdomen showed a diffuse, brightly 


erythematous dermatitis. It outlined the sweep of the hand 
over the involved areas. 


Course——A cleansing bath was advised followed by a tepid 
bath to which had been added 2 cups of oatmeal. A colloidal 
paste containing 5 per cent olive oil was used twice daily there- 
after. The dermatitis cleared in less than ten days. 

Laboratory—Routine examinations were negative. 
test with the ointment was 4 plus. The site showed a brilliant 
erythema. The ointment was a refill prescription and it was 
impossible to learn its composition. 


A patch 


Case 2—B. E., a white man aged 48, a mailman, was 
referred for a dermatitis of the right forearm, thigh and 
abdomen. 


History—Two weeks previously while painting his house the 
patient noted one evening several streaked blebs on the right 
forearm. The following day a poison oak lotion was obtained 
and applied. Several days later the arm began to swell and 
the skin became covered with blisters. Three daily injections 
of a preparation for poison oak were given and then the lesions 
on the abdomen and thigh appeared. For the last four days 
a white salve had been used. 


Examination.—The right arm showed a tremendous edema 
and inflammation. The bony markings were obliterated. The 
skin was a mass of discrete and coalescent vesicles which 
brought to mind the appearance of a cobbled stone street. The 
lower right quadrant of the abdomen was covered by a giant 
urticarial wheal, and a lesion of about the same size involved 
the lateral midportion of the thigh. 


Course——The right arm was elevated and saline compresses 
were applied. They were changed four times daily. Within 
four days the edema had lessened and many of the vesicles had 
ruptured or exfoliated. A colloidal clay lotion was applied for 
one week. By this time the dermatitis was rapidly clearing. 


Laboratory Tests——Routine examinations were negative. All 
patch tests were negative except the poison oak lotion. A 
cluster of vesicles were visible at the test site. The manu- 
facturer supplied the ingredients, and the irritant was grindelia. 
The patch tests with each remained for nine days. 


Comment.—This patient was partially disabled for one month. 


Crass 3.—Insect bites and parasites: 


Case 1.—C. L., a white man aged 31, a schoolteacher, was 
seen for a dermatitis of the left leg. 


History —The patient went fishing six weeks before and 
noticed that evening several red spots on his leg. He assumed 
that they were due to chiggers. A solution of blue vitriol was 
applied, and the following day the area presented an angry 
appearance. During the ensuing weeks he applied a perfumed 
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tar, a red liquid, a mentholated salve, a white tar, a tar in 
cold cream and a green liquid. 

Examination.—The skin over the middle third of the left leg 
showed an intense inflammatory reaction, and throughout were 
patches of vesicles intermingled with pustules. There were 
also scattered areas of gangrene, quarter (24 mm.) to pea size. 
_ The less involved skin was stained a bluish green. 

Course—Saline compresses changed four times daily for five 
days produced a remarkable reformation. The gangrenous areas 
sloughed, leaving punched out erosions. The pustules and 
stains had disappeared. A colloidal clay paste was applied 
for one week and then discontinued. Within less than three 
weeks the involution was about complete. 


Laboratory Tests—Routine examinations were negative. All 
patch tests were negative except for the blue vitriol and the 
perfumed tar. Both showed a cluster of vesicles and an. intense 
inflammatory reaction. Each persisted over a week. 

Comment.—There was partial disability of the left leg for 
nine weeks. 


Cast 2—M. W., a white woman aged 42, a clerk, was 
referred for a dermatitis of the neck and face. 

History—Two weeks previously the patient was told that 
she had some pimples on her neck that looked like insect bites. 
A friend advised a salve containing picric acid. After she had 
used this salve on the neck, chin and mandibular region of the 
face a redness appeared, slowly increasing in intensity. For 
the last ten days a mentholated petrolatum was used. 

Examination.—The areas to which the salve had been applied 
showed a pronounced erythema with considerable edema. Many 
of the hair follicles over the back of the neck showed pustules. 
The middorsal area of the neck was hard and tender to palpa- 
tion, with concomitant signs of an incipient carbuncle. The 
condition of the patient necessitated hospitalization. 

Course——Saline compresses led to a prompt clearing of the 
inflammation and edema. The folliculitis of the neck slowly 
subsided. After six days of compresses the carbuncle drained 
profusely. The patient left the hospital on the eighth day. 

Laboratory Tests——Routine examinations were negative. A 
twenty-four hour urine specimen was negative and the sugar 
tolerance was within normal limits. After twelve hours the 
patch test with the salve said to contain picric acid showed a 
4 plus reaction. The reaction at the site persisted over a 
week. The other patch tests were negative. 

Comment.—It is interesting that there were no signs of a 
carbuncle until eight days after the picric ointment had been 
applied. 


Crass 4.~—Chronic dermatoses characterised by remis- 
sions and exacerbations. 


Case 1—L. W., a white man aged 30, a dry cleaner, was 
referred for dermatitis of the right thumb. 

History—The patient was told three months before that he 
had a fungous infection of the thumb. A sulfonamide ointment 
was applied for a week, later a “cream” and for the past eight 
weeks a tar salve. 

Examination—The nail was hypertrophic, showing pre- 
cipitous transverse ridges. The distal portion of the nail was 
separated from the plate about one third its length by a mass 
of yellowish débris. The dorsal skin of the thumb showed an 
inflammatory reaction with sufficient edema to cause this thumb 
to appear about one fourth larger than the left. 

Course.—Saline compresses were applied and changed inte 
times daily. After three days the cuticle and subungual region 
were scraped free of dead epithelium and impacted tar. A 
colloidal clay paste was used for one week. By this time the 
edema had lessened, the inflammation was subsiding and within 
three weeks the thumb was about normal. Normal nail growth 
was visible within four weeks. 

Laboratory Tests—Routine examinations were negative. 
Repeated scrapings for fungi were negative. All patch tests 
were negative except the tar salve, which showed a 2 plus 
reaction. The latter persisted for eight days. 
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Comment.—There was total disability of the right thumb for 
nine weeks, 

Case 2.—B. W., a white man aged 46, a stock buyer, was 
seen for a dermatitis of the left foot. 

History.—The patient came in on crutches. For fifteen years 
he had had recurrent attacks of “athlete’s foot.” One month 
before he applied a salve to the toes of the left foot. The 
same salve had done wonders for a friend. The following day 
the toes were swollen, and within a week hospitalization was 
necessary. While in the hospital a yellow ointment, the tincture 
of an organic mercurial, potassium permanganate, a special foot 
bath solution and a mercury ointment were applied. The patient 
left the hospital voluntarily after two weeks. 

Examination—The toes and dorsal surface of the left foot 
showed an intense inflammation with edema, weeping and crust- 
ing. The foot was stained a brownish black. 

Course—The patient was hospitalized for three days. The 
foot was elevated and the saline compresses were changed every 
hour. Beginning the fourth day a colloidal clay lotion was 
applied and discontinued after ten days. The middorsal portion 
of the foot showed an irregular area of slate colored pigmenta- 
tion. The patient was wearing a shoe for the first time in six 
weeks, The pigmentation has persisted. 

Laboratory Tests—Routine examinations were negative. 
Three attempts to demonstrate fungi were unfruitful. The 
trichophytin and iodiomycin tests were negative (forty-eight 
hours). All patch tests were negative except the tincture of 
the organic mercurial and the mercury ointment. These were 
4 plus and produced a flare of erythema around the site and a 
macular dermatitis involving the arms and trunk. The derma- 
titis persisted for three days and the patch tests for over a 
week. 

Comment.—There was total disability of the left foot for 
eight weeks, over two of which were spent in the hospital. 


COM MENT 


These case reports, selected from those observed, 
illustrate the cause of overtreatment dermatitis. The 
initial skin lesion registered complaint—increased ery- 
thema, edema and weeping—from the first application. 
Instead of the preparation being removed something 
else was applied, and the more the lesion complained 
the greater was the variety of applications applied. The 
admixture of antipruritics, antiseptics, astringents, rube- 
facients, keratolytics, fungicides, oxidizing agents and 
reducing agents in various vehicles unleashed on inno- 
cent lesions a veritable chemical maelstrom. The lesions 
do weep, in fact huge tears of chemical irritation. 

It should be emphasized that the saline compress and 
the colloidal clay were not instrumental in healing the 
dermatitis. The former served to free’ the skin of 
irritants, the latter a covering while the skin healed. 
The continuation of either beyond their period of use- 
fulness would have complicated and delayed the involu- 
tion process. 

The creation of the Council on Pharmacy and 
Chemistry served to rob of glamour the old oral con- 
coctions and potions ; it sifted the wheat from the chaff. 
Today oral drugs are fairly well defined. Dosage, 
indications and contraindications are familiar to all. 
There is constant vigilance for signs and symptoms 
of toxicity. Topical drug therapy, on the other hand, 
is generally speaking still in the stage of “try—stop— 
try.” In the treatment of skin disease the admonition 
Try this preparation, if no improvement try this one, 
and so on, is familiar. It is this practice that causes 
overtreatment dermatitis. In skilled hands this “try— 
stop—try” method is controlled. In unskilled hands, 
which treat the major portion of acute dermatoses, 
too much treatment often results. It is the acute derma- 
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toses that require the greatest treatment control and 
consideration. It seems that a concise chemical and 
pharmacologic evaluation of drugs used on the skin 
might lead to a decline of the incidence of overtreatment 
dermatitis. That is another sifting of the wheat from 
the chaff and this time to rob of glamour the cutaneous 
drugs, irrespective of the real or fancied virtues of the 
particular vehicle. 
SUMMARY 

The tendency of persons to apply remedies on skin 
lesions can be used to great advantage by the physician. 
The technic of the patch test is not difficult* The 
procedure of the past-treatment patch test furnishes the 
following data: 

1. It reveals the presence of an irritant or sensitizer 
in the remedies applied. 


2. It permits a “cooling off” period, as it were, to 
observe the effects on the lesion of the simplest of 
measures. 

3. It permits prescribing a preparation avoiding the 
pitialls of those already used. 

4. Finding an irritant or sensitizer in a medicament 
often aids in determining the original source of the 
dermatitis. Example: The past-treatment patch test 
with a tar salve was strongly positive. The patient 
then recalled that the dermatitis appeared after tarring 
a roof. 


5. A positive patch test to a substance in a remedy 
invites tracing the distribution of the substance in nor- 
mal trade channels which may disclose additional 
contacts and help in deciding the occupational or non- 
occupational etiology of the dermatitis. 


CONCLUSIONS 

lf remedies have been applied to a skin lesion, the 
past-treatment patch test provides data of etiologic, 
diagnostic and therapeutic importance. For the most 
part patients have shown an eager interest in uncover- 
ing and comprehending the evils of their own doing. 
The manufacturers of proprietaries have been most 
cooperative in furnishing individual ingredients. The 
simple expedient of the past-treatment patch test would 
lessen the incidence of overtreatment dermatitis, 
thereby avoiding unnecessary mata even needless 
hospitalization. 


3. Sulzberger, “M. B.: Year Book of Dermatology and Syphilology, 
Chicago, Year Book Publishers, Inc., = 


1943, pp. 7-47. 
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Medical Facilities on the Gilbert, Ellice, Ocean and 
Nauru Islands.—Prior- to the war the public health, medical 
and hospital facilities in the Ellice, Gilbert, Ocean and Nauru 
islands were considered to be adequate for the health and medi- 
cal requirements of the people. Public health was under the 
direction of English health officers, who were assisted by several 
native medical practitioners and many locally trained dressers. 
Rainfall and wells furnish the only fresh water available on the 
islands; the supply is limited, especially in the southern Gilbert 
Islands. Systems in which sewage is water borne and a few 
chemical systems were in operation at the foreign establishments 
on Ocean and Nauru islands and in a few of the foreign homes. 
In other foreign homes the pan and bucket system was used. 
Most of the natives use over the sea latrines built on the beaches 


below high tide mark and connected to the shore by bridges, 


or they use the beach itself. Practically no supplies of food 


excepting coconuts and a few dishes can be obtained locally. 
Medical and hospital supplies are imported.—Simmons, James §. : 
Global Epidemiology, Philadelphia, J. P. Lippincott Company, 
1944. 


THE INFLUENCE OF PLACENTAL SITE 
ON FETAL PRESENTATION 


RICHARD TORPIN, M.D. 
AUGUSTA, GA. 


Occiput posterior presentation of the fetus since its 
designation and study as such by Baudelocque, Capuron 
and Naegele more than a century past has aroused 
increasing interest among obstetricians. Because of 
high incidence and poor management it probably has 
caused more obstetric disorder than any other single 
condition. Until the introduction of x-ray study of the 
size and shape of the pelvic cavity early in this century 
and of the study of the contour of the uterine cavity, 
only recently begun, all theories in regard to the etiology 
of occiput posterior presentation were speculation. 

Occiput posterior presentation may be classified into 
three categories : 

1. Primary occiput posterior presentations occurring at the 
onset of labor which rotate in labor to occiput anterior presen- 
tations. 

2. Those which may rotate to cephalic transverse presenta- 
tions and become stationary, so-called cephalic deep transverse 
arrests. 

Those that are delivered as occiput posterior. 


The etiology of these three types should be con- 
sidered separately. In the German literature the inci- 
dence of occiput posterior is usually very low, 1 to 2 per 
cent, but, as Siedentopf' states, they recognize only 
those cases which fail to rotate. Williams and Stander * 
give the incidence as 11.3 per cent, or 618 cases in 
5,488 labors. Williams stated that early in labor the 
incidence may have been much increased over these 
figures, because some may have rotated anteriorly before 
the examination. Danforth*® studied 1,565 private 
patients, examined each in labor and found an incidence 
of occiput posterior presentations in 27.1 per cent. 
Melhado’s * incidence at the Royal Victoria Hospital, 
Montreal, was 13.8 per cent. Cosgrove ® found the 
incidence 5.1 per cent in 15,000 consecutive deliveries 
but stated that it probably was far too low, because 
many patients were admitted too late for the primary 
presentation to be noted. Furthermore, the diagnoses 
were made in association with routine rectal exami- 
nations. Very likely, as Crotty ® states, 20 per cent of 
all labors with cephalic presentation begin with the 
occiput posterior. Caldwell, Moloy and D’Esopo’ in 
two hundred x-ray studies in labor found that occiput 
posterior presentation made up 20 per cent of the total. 
The true figure‘will be ascertained only by a large series 
of x-ray films taken at the onset of labor. A satis- 
factory single film is one taken of the soft tissues 
laterally. In this the true presentation is almost infalli- 
bly recorded. In this small series of 500 such films 
taken in the first stage of labor, the incidence of — 
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posterior presentations was 24 per cent. This included 
all cases in which the occiput deviated as much as 
5 degrees posterior to the true transverse. 

In relation to parity, Melhado, in an analysis of 976 
cases during a period of six years, found occiput 
posterior presentation in 513 primiparas and in 463 
multiparas. Lewis* in 728 cases found it to occur 
305 times in primiparas and 423 in multiparas, Plass ° 
found practically equal numbers in primiparas and in 
multiparas in 635 instances. 

In regard to whether the occiput is directed pos- 
teriorly to the right or to the left, all writers agree that 
the right prevails over the left. Plass, in his classic 
paper in 1916, found the relative incidence to be 437 
right to 181 left. Danforth found 386 right to 57 left, 
Melhado, 619 right to 357 left, Lewis, 490 right to 
238 left, Mast’? 189 right to 16 left and Vaux" 
212 right to 118 left. 

Several accurate x-ray studies have been made of the 
fetal presentation in relation to the pelvic architecture. 
The first in 1920 was by Fabre and Trillat,’* who 
showed 12 pelves with high assimilation of the vertebrae 
and long anteroposterior diameter. In 7 of these there 
occurred persistent occiput posterior presentation. In 
1933 these findings were confirmed by Thoms,'* who 
showed the pelvic cavity measurements in association 
with 12 persistent occiput posteriors. In 5 of these the 
anteroposterior diameter averaged 1.25 cm. longer than 
the transverse diameter of the inlet. In the other 7 the 
anteroposterior diameter averaged only 0.75 cm. less 
than the lateral. 

A more detailed study by the stereoroentgenographic 
method was reported in 1934 by Caldwell, Moloy and 
D’Esopo '* in a review of 200 labors, all with cephalic 
presentation. They revealed a distinct inclination for 
the fetal head to engage with its anteroposterior 
diameter parallel to the widest diameter of the inlet, 
so that in gynecoid and android pelves with wide inlets 
the tendency was for occiput transverse presentations. 
In pelves with long anteroposterior diameter and rela- 
tively narrow side walls, i. e. anthropoid pelves,, there 
was a definite tendency for the head to engage either 
occiput posterior or occiput anterior. The detailed 
findings are revealed in table 1.1 

In 1941 D’Esopo ** by the same method reported the 
study of 100 labors. with occiput posterior presentations 
of the fetus, and in 83 per cent he noted some degree 
of narrowing of the forepelvis and ample anteroposterior 
diameter, i. e. anthropoid pelves. In the other 17 per 
cent, as a rule, the inlet was either very large or round. 

In the past decade there has been a growing apprecia- 
tion of the shape of the pregnant uterus. It has been 
shown to be roughly pyramidal, with the breadth of 
the fundus wider than its greatest anteroposterior 
diameter in such a manner that the horns are usually 
well shown even at term. It has also been revealed 1” 
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that the fertilized egg usually implants on one of the two 
relatively flat uterine walls either anterior or posterior 
and that the placenta practically covers one of the two 
walls and because of that becomes quite readily dis- 
tinguishable in a lateral soft tissue x-ray film. The 
appreciation of this film in labor was mainly due to 
Snow and Powell'* and Dippel and Brown,’® and it 
has been so well established that it should be one of the 
routine technics of radiography in labor. This film 
shows definitely the presentation of the fetus and, if 
cephalic, it reveals whether the occiput is posterior, 
transverse or anterior. This film usually shows the 
shadow cast by the piacenta and thereby becomes 
valuable in such conditioris as placenta previa and pre- 
mature separation of the normally implanted placenta. 
It shows the exact descent of the presenting part and 
degree of engagement or nonengagement. Snow and 
his associates noted that, as a rule, the fetus faced the 
placenta, and this fact was observed so frequently in 
our routine studies made on all primiparas over a period 
of years that it was decided to study the relationship of 
the placental site to the fetal presentation. The series 
comprises possibly 600 lateral soft tissue films taken, 
usually in the first stage of labor, mainly, but not 
exclusively, in primiparas. Unless the placenta on 
either the anterior or the posterior wall was distinctly 
shown, the film was discarded, leaving 500 films which 
compose the details of this paper. Three hundred and 


TaBLe 1.—Engagement in Gynecoid, Android, Anthropoid 
and Combined Types 


Anthro- Com 

Gynecoid Android poid 
Posterior oblique position........ 10 20.5 28.5 18.5 
Transverse position.............. 69 71.0 37.5 60.0 
Anterior oblique position......... 8.5 17.0 
Direct occipitoanterior position.. 1 caiait 17.0 5.5 


sixty-three of these films have been studied and reported 
previously.*° This.paper acts as a check on the previ- 
ous findings, which altered the commonly accepted 
conclusions so much as to warrant further confirmation 
or denial. 

Previously Pendleton * and Melhado suggested that 
possibly the location of the placenta might have some 
influence on the fetal presentation, and it is well known 
that when the placenta is low lying, as in placenta 
previa, there is a tendency for the presenting part to 
fail to engage well. 

The shape of the bony pelvic cavity has considerable 
effect on the mechanism of labor in occiput posterior 
presentation. Hanson ** in 1934 drew attention to the 
narrow midpelvis as revealed by inward protrusion of 
the ischial spines as a cause of persistent occiput pos- 
terior. He Showed that primary occiput posterior 
occurring with a narrow midpelvis became persistent in 
20.9 per cent of instances but that primary occiput pos- 
terior rotated spontaneously in all but 1.6 per cent when 
the midpelvis was wide. 
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In 1935 Caldwell, Moloy and D’Esopo,”* writing on 
the mechanism of labor, came to the same conclusions 
in regard to persistence of occiput posterior presen- 
tation, and they gave several illustrations in all of 
which there were a narrow midpelvis and inward pro- 
truding ischial spines in, as a rule, the anthropoid type 
of pelvis. 

In our clinic it is the rule to care for the woman in 
labor to such an extent with the use of fluids, dextrose, 
oxygen and sedation (and blood transfusions, if neces- 
sary) that all but a very few deliver spontaneously. 
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a narrow midpelvis, as brought out by Hanson, Thoms 
and Caldwell and their associates. But in the other 
6 there was found in each case a justomajor pelvis or 
a very small fetal head in a normal pelvis. In the 
latter groups apparently there was little in the fetopelvic 
relationship to force the head to rotate and, as a conse- 
quence, it delivered eventually without rotation. This 
then is an additional factor in the etiology of persistent 
occiput posterior. 

The accompanying chart reveals the collected evi- 
dence: There were in all 500 patients, 234 white 
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figure. The placenta was on the anterior wall in 83 instances and on the posterior wall in 


Otherwise, if forceps are used in more than | or 2 per 
cent of all deliveries, the obstetrician is in no position 
to state whether a given patieut would or would not 
have delivered. Now with this sort of management 
every so often a fetus will be delivered with the occiput 
posterior. A record of all these cases is kept and a 
correlation then is made with all facts known, including 
x-ray study of the pelvis. From a study of 12 consecu- 
tive cases it was revealed that in 6 there was associated 
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women and 266 Negro women. (All breech cases, all 
indistinct films and those in which the placenta was not: 
definitely outlined on either wall were excluded.) 
Among the white women, 111 placentas were located on 
the anterior and 123 on the posterior wall. Dippel and 
Brown noted equal distribution between the two walls. 
We, however, over a period of years have made com- 
ment on the fact that our series had more on the pos- 
terior wall and we were of the opinion that 40 per cent 
were anterior and 60 per cent posterior. This study 


reduces the difference to 47 per cent on the anterior 
and 53 per cent on the posterior wall, a further 
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SENSITIVITY OF 
reduction over the previous study of 45 per cent to 
55 per cent. 

From analysis of the data noted in the chart it 
becomes apparent that in 500 cases there were 239 
(46.5 per cent) occiput anterior presentations, 140 
(29.5 cor cent) occiput transverse presentations ** and 
119 (24 per cent) occiput posterior presentations at 
the time of making the films in the first stage of labor. 
Still further analysis reveals that there were 243 cases 
with the placenta situated on the anterior wall of the 
uterus. Among these, 82 (33.6 per cent) were associ- 
ated with occiput anterior pr tion of the fetus, 
80 (33 per cent) with occiput transverse and 81 (33.3 
per cent) with occiput posterior presentation. On the 
other hand 257 placentas were situated on the oor gon 
wall, 151 (59 per cent) occiput anterior, 68 (26.5 per 
cent) occiput transverse and 38 (14.5 per cent) occiput 
posterior. Thus when the placenta was anterior the 
incidence of occiput anterior presentation was approxi- 
mately two thirds of what it was when the placenta 
was posterior, and when the placenta was anterior the 
incidence of occiput posterior presentations was more 
than twice what it was when the placenta was posterior. 

An additional correlation was made of the fetal 
presentation in relation to the location of the placenta, 
as illustrated in the nine anatomic plates in the Atlas 
of Anatomy of Clinical Obstetrics by Canton and 
Gonzales of Buenos Aires, Argentina, 1910. In 4 cases 
the placenta lay on the anterior wall of the uterus and 
the fetus in labor presented occiput anterior once, 
occiput posterior once and occiput transverse twice. In 
5 cases the placenta lay on the posterior wall and the 
fetus in labor presented occiput anterior in all 5 cases. 
In this small series, then, only once did the occiput lie 
toward the placenta. 

Elsewhere ** it has been shown that the pregnant 
uterus is like an irregularly globular bag, wider at the 
fundus than at its anterior posterior diameter. Now the 
cavity of this bag has been shown usually to have two 


TaBLeE 2.—Site of Placenta 


Presentation in Anterior Posterior 

First Stage of Labor (243) (257) 

Occiput 82 (38.6%) 151 (59%) 
Occiput transverse... 80 (33%) 68 (26.5%) 
Occiput posterior... 81 (33.3%) 38 (14.5%) 


essentially foreign bodies pressing into it, either from 
one anterior or posterior wall or from both; one of these 
is the lower lumbar maternal spine and the other is the 
bulky placenta. Calkins ** intimates that the full urinary 
bladder may also be a factor. The fetus, on the other 
hand, is essentially a parallelopiped with one concave 
ventral surface opposing a convex dorsal surface. 
When this geometric figure lies in the uterus, the great 
tendency is for the convex dorsum to lie opposite or at 
least not toward the greatest indentation, which is no 
doubt the lumbar spine. (This is very evident at any 
full term autopsy.) However, the placental foreign body 
probably has a tendency to alter this position accentu- 
ating its effect, if it happens to lie on the same wall 
(the posterior) as the promontory, and a tendency to 
cancel the effect if it lies on the anterior wall. 
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CONCLUSIONS 

1. The great majority of placentas are located on the 
anterior or posterior wall of the uterus. 

2. The ratio found in this study was 47 anterior to 
53 posterior. 

3. The placenta located on the anterior wall had a 
definite tendency to the production of occiput posterior 
presenting fetuses. Mathematically, when the placenta 
was anterior the chance for occiput posterior presenta- 
tion of the fetus was double what it was if the placenta 
was posterior, 33.3 per cent to 14.5 per cent. 

4. The placenta located on the posterior wall had an 
increased tendency to produce occiput anterior presenta- 
tion in the fetuses. In this incidence, when the placenta 
was on the posterior wall the chance of the presentation 
being occiput anterior was nearly twice what it was 
when the placenta was anterior, 59 per cent to 33.6 
per cent. 

5. The incidence of occiput transverse presentation 
of the fetus in the first stage of labor was 26.5 per cent 
if the placenta was located on the posterior wall and 
33 per cent if it was located on the anterior wall. 
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Many of the methods for penicillin assay were devised 
and used primarily for testing solutions during the 
production of penicillin and are not easily applicable to 
the determination of titers of body fluids in patients 
under treatment. These have been reviewed by Foster 
and Woodruff,’ the classic test of Florey * being in most 
common use. Of the studies made on body fluids, the 
method described by Rammelkamp * involving the use 
of serial broth dilutions and a strain of hemolytic strep- 
tococcus was used by Rammelkamp and Keefer.* Rosen- 
berg and Sylvester have used Foster’s method of 
serial broth dilution with Staphylococcus aureus and 
turbidimetric measurements, while Romansky and Ritt- 
man’ have used a method described by Rake and 
Jones * based on the property of the inhibition of hemol- 
ysin production of streptococci by penicillin. The 
procedure to be described here is believed to be simpler 
than some of the other methods mentioned, is easily 
applied to the study of body fluids for penicillin titer, 
and utilizes only materials and methods familiar to all 
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bacteriologic technicians. In addition it can be readily 
used for determination of the penicillin sensitivity of 
various strains of Staphylococcus aureus or other 
organisms. A large number of titrations on blood 
serum and other body fluids, including spinal fluid, 
pleural and ascitic fluids and subcutaneous edema fluid, 
have been performed, and the results have appeared to 
be quite consistent. They will be summarized and 
discussed in a separate report.” 

The method consists essentially in determining the 
lowest concentration of penicillin which will produce 
complete inhibition of growth of a standard strain of 
Staphylococcus aureus on a plain agar Petri plate and 
is carried out in the following manner: 

Ordinary tryptose agar plates with a depth of 5 to 
6 mm. are allowed to dry until all free moisture and 
condensation fluid have evaporated. On the bottom 
of the plate near the center, an area 2 by 5 cm. is 
marked on the glass with a wax pencil, and on the 
surface of the agar over this area is measured 0.1 cc. 
of the fluid to be tested, which is evenly spread over 
the 2 by 5 cm. “window.” The plate is then placed 
in the ice box, care being taken that the surface remains 
flat, since tilting will spread the material beyond the 


As 
eb. 24, 1945 
unit per cubic centimeter. In routine tests using 0.1 cc. 
of blood serum or other body fluid, if complete inhibi- 
tion occurred, the penicillin titer was considered at 
least 0.2 unit per cubic centimeter. A more exact 
titer could be obtained by diluting the smallest amount 


TaBLeE 1.—Scheme for Dilution of Body Fluid to Titrate 
Penicillin Content with Staphylococcus Aureus 209P 


Penicillin Titer 


Serum or Isotonie Units per Ce. 
s Ot Saline When 0.1 Ce. 
‘Tube Number Fluid Diluent Is Used in Test 

0.1 nee 0.2 
0.1 0.3 0.8 
0.1 0.4 1.0 
0.1 0.6 14 
0.1 0.7 1.6 
0.1 0.8 18 


of the fluid producing such inhibition. A simple 
dilution scheme is illustrated in table 1 by which titers 
from 0.2 to 2.0 units per cubic centimeter may be 
determined. In routine tests only tubes 1, 2, 5 and 10, 
corresponding to titers of 0.2, 0.4, 1 and 2 units per 
cubic centimeter, were used and, if desirable, 
a later test to determine a more exact titer. 

Certain general statements about the 
method may be made. 

The agar plates used must be dry and 
free from visible moisture, since otherwise the 
test fluid or the inoculum will spread irregu- 
larly over the surface. 

A rubber stamp with which the 2 by 5 
cm. “window” may be outlined in ink on the 
bottom of the dish is convenient and saves 
much time in carrying out the tests. 

The use of a “window” 2 by 5 cm. in 
size on the agar plate for the fluid to be 
tested is necessary, because 0.1 cc. of fluid 


Fig. 1.—-Complete inhibition (plate 1) of growth of a strain of Staphylococcus aureus , 
he ie 3 oes ; is readily absorbed by the agar over such an 


by 0.03 unit of penicillin in t 
0.02 unit (plate 2). 


. “window” and the lack o 
marked area. After two to three hours the 0.1 cc. of 
fluid will have been absorbed into the agar in the 2 by 
5 cm. window, leaving a dry surface. Inoculation of 
the prepared plate is then made by placing a large loop- 
ful of the broth staphylococcus culture on the surface of 
the plate at a short distance from the window and, with 
a sterile wire or thin glass rod bent at a right angle, the 
inoculum is lightly spread across the window in the 
form of a band about 1 centimeter wide. After incu- 
bation, the growth which develops along this band of 
inoculation stops sharply at the edges of the 2 by 5 cm. 
window if a sufficient concentration of penicillin was 
present in the fluid tested to inhibit the strain of staphy- 
lococcus used (fig. 1). 

In the standardization of the method, tests of a num- 
ber of strains of Staphylococcus aureus showed that the 
strain 209P,’° one of those in use by many laboratories, 
had the highest degree of penicillin sensitivity by this 
method. With this organism, growth was regularly 
completely inhibited by 0.02 unit of penicillin in 0.1 cc. 
and not by 0.01 unit. This has been expressed as 0.2 

9. Cooke, J. V., and Goldring, David: The Concentration of Peni- 
cillin in Varrous Bedy Fluids During Penicillin Therapy, J. A. M. A., 
to be 


10. This organism was obtained from the Food and Drug Admin- 
istration toget with some standard peni¢illin calcium through the 
my of Dr. Albert C. Hunter, director of the Bacteriological 

vision. 


inhibition with 


area while with more fluid or a smaller area 

the absorption is much slower. Occasionally 
in fluids of low titer 0.2 cc. of the undiluted material 
(which would show a reading of 0.1 unit per cubic 
centimeter) has been used, but this requires a longer 
“drying period.” 


TABLE 2.—Scheme of Penicillin Dilution for Testing 
Sensitivity of Bacteria 


Penicillin Isotonic 
Solution, Solution of 
Sodium Units of 


Dilution or (2 Units Chloride, Penicillin in 
Plate Number per Ce.) Ce. 0.1 Ce. 
4.5 5.5 0.09 
4.0 6.0 0.08 
3.0 7.0 0.06 


It is important to keep the plates flat after receiving 
0.1 cc. of fluid to be tested, because if tilted this fluid 
will spread beyond the 2 by 5 cm. window. 

Absorption of the fluid by the agar does not occur 
more rapidly at incubator than at ice box temperatures, 
and the titers obtained by incubating at 37 C. tend 
to be slightly lower than when the refrigerator is used. 
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The py of the culture mediums routinely used has 
been 6.8 to 7.0. Using a standard penicillin, tests 
showed no difference between mediums with py of 
6.5 and 7.0, but mediums with a py of 7.5 were less 
satisfactory. 

For the standard Staphylococcus aureus (209P), 


a young 18 to 24 hour culture in broth has been used 


regularly, but the strength of the inoculum employed is 
apparently of little importance since the same complete 
inhibition occurs on the plate when the growth is heavy 
and confluent as when the culture is diluted so that 
only scattered discrete colonies grow. As a routine, 
a loopful of 1:10 dilution has been quite satisfactory 
for the inoculum. 

No loss in penicillin titer in body fluids has been 
noted after twenty-four hours when kept at 4 C., but 
a definite decrease occurs after forty-eight hours. 


MODIFICATION OF METHOD BY USING 
MULTIPLE INOCULUMS 


The procedure described has been used in the study 
of body fluids from a number of cases reported sepa- 
rately. In observations on the penicillin sensitivity of 
various strains of Staphylococcus aureus which will be 
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of sensitivity from 0.02 to 0.1 unit in steps of 0.01 unit 
of penicillin, the three selected seemed best suited for 
routine clinical tests. 

The photographs in figure 2 illustrate the appearance 
of such a test made on blood of an infant one hour 
after administration of 5,000 units of penicillin intra- 
muscularly. Plate 1 had 0.1 cc. of undiluted serum, 
plate 2 0.1 cc. of serum diluted 1:1 and plate 3 0.1 cc. 
of serum diluted 1:2. The three strains mentioned and 
sensitive respectively to 0.02, 0.04, and 0.05 unit of 
penicillin were inoculated on each plate. In plate 1 all - 
are inhibited, showing that more than 0.05 unit was 
present in the 0.1 cc. of serum, and the reading was 
more than 0.5 unit per cubic centimeter. Plate 2, with 
0.05 cc. of serum, shows inhibition of the 0.04 unit 
strain (20) but not of the 0.05 unit strain (19), so that 
the reading is more than 0.08 but less than 0.1 unit, or 
0.8 unit of penicillin per cubic centimeter. In the third 
plate, with 0.033 cc. of serum only the 0.02 unit strain 
(209) is inhibited and would be read more than 0.6 unit 
and less than 1.2 units. 

This modification of the original method has simpli- 
fied the examination of body fluids for penicillin and 
given a somewhat more accurate titer. 


Fig. 2.--Penicillin assay of 
tive to 0.05 unit), 20 (sensitive to 0.04 unit) and 209 (sensitive to 
centimeter. 


given later in this report, it was found that many of the 
strains tested had different degrees of sensitivity to 
penicillin and that this sensitivity of any individual 
strain remained constant. It was possible, therefore, 
by using simultaneously several strains of staphylo- 
coccus of different grades of sensitivity to penicillin to 
simplify the penicillin titration of body fluids. Three 
strains were selected for routine tests, the first (No. 19) 
being inhibited in 0.1 cc. by 0.05 unit of penicillin but 
not by 0.04 unit, the second (No. 20) being inhibited 
by 0.04 unit but not by 0.03 unit, and the third (209) 
being inhibited by 0.02 unit and not by 0.01 unit. When 
0.1 cc. of the fluid to be tested is used in the plate and a 
separate inoculum of each of these three strains is 
streaked across the 2 by 5 cm. window, separate read- 
ings of 0.2, 0.4 or 0.5 unit per cubic centimeter are 
possible from a single plate. If a second plate using 
0.1 cc. of a 1:1 dilution of the fluid is similarly inocu- 
lated, the readings are 0.4, 0.8 or 1.0 unit per cubic 
centimeter. Thus with only two plates, the ranges of 
0.2 to 1.0 unit per cubic centimeter are possible, and for 
higher values an additional dilution would be neces- 
sary. Although, as will be noted later in table 3, strains 
of Staphylococcus aureus were available with a range 


blood (serum) with 0.1 cc. (plate 1), 0.05 cc. (plate 2) and 0.033 cc. (plate 3), tested with Staphylococcus 19 (sensi- 
i iti 0.02 unit). The serum ins more than 0.8 but | 


conta .8 but less than 1.0 unit per cubic 


APPLICATION OF METHOD TO TESTING PENICILLIN 
SENSITIVITY OF BACTERIA 


Variations in sensitivity of various strains of Staphy- 
lococcus aureus have been described by Rammelkamp 
and Maxon"! and by Spink, Ferris and Vivino '? while 
Dawson, Hobby and Lipman '* have shown that strains 
of nonhemolytic streptococci differ considerably in peni- 
cillin sensitivity. The method for penicillin assay 
described lends itself readily to the determination of 
penicillin sensitivity of various organisms, since such 
titration of sensitivity of stock strains is a necessary 
step in standardization of the method for assay of 
unknown fluids. 

The procedure adopted for routine penicillin sensi- 
tivity titration is as follows: 

A small amount of standardized penicillin powder is 
accurately weighed in a sterile weighing bottle and 
diluted with sterile isotonic solution of sodium chloride 


11. Rammelkamp, C. H., and Maxon, T.: Resistance of Staphylococcus 
Aureus to the Action of Penicillin, Proc. Soc. Exper. Biol. & Med. 
51: 386 (Dec.) 1942, i 

12. Spink, W. W.; Ferris, V., and_Vivino, J. J.: Comparative in 
Vitro Resistance of Staphylococci to Penicillin and to Sodium Sulfa- 
thiazole, Proc. Soc. Exper. Biol. & Med. 56: 207 (March) 1944, 

13. Dawson, M. H.; many, G. L., and Lipman, M. O.: Penicillin 
Sensitivity of s of Nonhemolytic Streptococci Isolated from 
f ute Bacterial Endocarditis, Proc. Soc. Exper. Biol. & 
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so that the solution contains 100 units of penicillin per 
cubic centimeter. A second dilution (1:50) is made to 
contain 2 units per cubic centimeter for use in the tests. 
Further dilutions are prepared according to the scheme 
shown in table 2. It will be noted that the dilutions 
are all made to a total volume of 10 cc., since it was 
felt that dilution errors were minimized by the use of a 
larger volume. For the tests 0.1 cc. of each dilution 
is spread over the 2 by 5 cm. window of an agar plate 
in the manner previously described and dried two to 
three hors in the ice box. Broth cultures of one to 
three separate strains may be inoculated on each plate if 
each culture is spread in a separate channel. After 
incubation, complete inhibition of growth in each strain 
will be found with a certain fractional unit of penicillin, 
but the next lower dilution with 0.01 unit less will show 
no inhibition. The smallest amount of penicillin pro- 
ducing inhibition has been considered the titer of peni- 


Fig. 3.—Penicillin sensitivity titration with three strains of Staphylococcus aureus. 
Strain C is sensitive to 0.06 unit of penicillin, strain A to 0.05 unit and strain B to 


0.04 unit. 


cillin sensitivity. In figure 3 are shown four plates 
used in such a titration with three strains of Staphylo- 
coccus aureus. These “windows” of these plates had 
successively 0.06, 0.05, 0.04 and 0.03 unit of penicillin, 
and it will be noted that all strains were inhibited by 
0.06 unit (plate 1), while with 0.05 unit (plate 2) 
strains A and B were inhibited but not strain C; with 
0.04 unit (plate 3) only strain B was inhibited, and 
with 0.04 unit (plate 4) none were inhibited. The 
penicillin sensitivity of these strains would be con- 
sidered 0.06 unit (C), 0.05 unit (A) and 0.04 unit 
(B) respectively. Actually these were strains 8, 19 and 
20, shown later in table 3. The sharp end point between 
complete inhibition of growth and lack of inhibition 
with 0.01 unit less of penicillin is well shown in the 
titration (fig. 3). 

For those who have not had experience with using 
standard penicillin, certain suggestions may be of value. 


SENSITIVITY OF BACTERIA—COOKE 


Small amounts of standard penicillin calcium may be 
obtained from the Food and Drug Administration in 
Washington, D. C., sufficient for a moderate number of 
assays. It is advisable to prepare one’s own standard 
from other penicillin sodium which may be available and 
which can be standardized’ by use of the penicillin 
calcium. 

Penicillin sodium is more hygroscopic than the cal- 
cium salt, and the standard prepared must be kept 
free from moisture. An accurate analytical balance 


must be used, and the original dilution should be carried 
out with certified pipets. 


SENSITIVITY OF STAPHYLOCOCCUS AUREUS 
TO PENICILLIN 


In table 3 are shown the results of tests for penicillin 
sensitivity in 30 strains of Staphylococcus aureus. 
These include the 2 stock strains Oxford H and 209P, 
together with 28 strains isolated from various 
human sources, 12 from infections in adults 
and the remaining 16 from children. The 
mannite fermentation and coagulase test on 
each strain is also given. There was a defi- 
nite variation in sensitivity of the various 
strains since 20 were completely inhibited by 
less than 0.1 unit, 7 required 0.1 unit and 
3 more than 0.1 unit, the most resistant 
needing 0.4 unit. Many of the patients from 
whom the organisms were isolated were 
treated with penicillin, but from a careful 
review of their records no conclusion was 
possible regarding the relation of the sen- 
sitivity of the organism to the clinical effect 
of penicillin therapy. Only 6 of the 30 strains 
fermented mannite, while 21 were coagulase 
positive. 

The fact that some strains of Staphylo- 
coccus aureus are inhibited only by a con- 
centration of penicillin five to ten times as 
great as required for other strains may be 
related to the lack of clinical response to 
penicillin therapy in certain infections by the 
more resistant strains. 


SENSITIVITY OF MENINGOCOCCL TO 
PENICILLIN 

Seven strains of meningococci grown from 
the spinal fluid of infants and children with 
acute meningitis were tested. None of the 
patients were treated with penicillin, and all 
recovered with sulfonamide drug therapy. 
The organisms had been grown on blood agar from 
two weeks to two months before the tests, and blood 
agar and serum agar were used in the titrations, which 
were repeated several times on each strain. In table 4 
are shown the results of from three to eight penicillin 
titrations on different occasions with these organisms 
together with Staphylococcus aureus (209) as a control. 
The titers of the separate strains showed only minor 
variations on successive tests. This was considered to 
be due to differences in the mediums used on different 
occasions. There was a striking difference in the sensi- 
tivity to penicillin in the different strains, since some 
were inhibited by 0.04 to 0.05 unit, while two required 
0.1 unit and two others 0.3 unit. In units of penicillin 
per cubic centimeter this variation would range from 
0.4 to 3.0 units. The standard test strain of Staphylo- 
coccus aureus (209P) is apparently slightly less sensi- 
tive to penicillin on blood agar than on plain agar, 
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since 0.03 unit was required on the former as against 
the usual titer of 0.02 unit on the latter. 

The fact that some strains of meningococci are defi- 
nitely resistant to penicillin offers an explanation of the 
recent report by Meads, Harris, Samper and Finland," 
who found 5 patients with meningococcic meningitis 
clinically resistant to penicillin therapy. They also 
found differences in penicillin sensitivity in four strains 
of meningococci tested. 


TABLE 3.—Sensitivity of Various Strains of Staphylococcus 
Aureus to Penicillin 


Mannite Penicillin 
Strain Fermen- Sensitivity, 

No. Source tation Coagulase Units 
1*  —Uleeration, ++4 0.1 

2 Abscess, ++++ 0.1 

3 Pericarditis, ++++ 0.06 

4 Cellulitis, +++ 0.08 

6 Osteomyelitis, sinus............... + ++++ 0.06 

7 Osteomyelitis, sinus,.............. ++ 0.07 

8 ++++ 0.06 
y* Cellulitis, ++++ 
li Abscess, chest wall................ 0.07 
12 Peritonitis, acute................. —_ ++++ 0.09 
13* Osteomyelitis, sinus............... 0.1 
14* Uleeration, 0.08 
15* Deep infection, foot............... 0.1 

16 Pus, + ++4++ 0.06 
17* Osteomyelitis, sinus............... + +++ 0.08 
Osteomyelitis, simus............... ++++ 0.09 
i9* Osteomyelitis, sinus............... 0.06 
20 Abscess, 4 0.04 
21* Osteomyelitis, sinus............... 0.1 
22 Meningitis, 0.1 

23 Osteomyelitis, acute.............. 0.09 
24 Pus, skin abseess.................. _ +++ 0.2 

25 Pus, abscess, buttock............. _ ons 0.06 

Pus, abscess, umbilicus........... = ++++ 0.08 

27 Blood, 0.4 
28* Joint abscess, sepsis.............. = ++++ 0.07 
29 Oxford “H" stoek strain......... 0.02 
30 209P stock + ++4 0.0 

* Adults. 

TABLE 4.—Sensitivity of Meningococcus Strains to Penicillin 
Meningococcus 0.0 0.04 0.0 005 O08 0.04 0.04 
0.05 0.04 0.04 0.04 0.05 004 0.06 


1 

2 

3 

4 01 0.1 0.1 0.1 
6 0.3 
6 
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Staph. aureus 209 


SUMMARY 


Tests on various strains of Staphylococcus aureus 
and meningococci by a method for assay of penicillin 
in body fluids have shown a considerable variation in 
penicillin sensitivity. 

500 South Kingshighway, St. Louis 10. 


14, Meads, M.; Harris, H. W.; Samper, B. A., and Finland, Maxwell: 
Treatment of Mening ococcal Meningitis with Penicillin, New England 
J. Med. 231: 509 (Oct. 12) 1944, 


First English Surgeon.—John of Arderne (1307-1380) is 
the first English surgeon. Several of his manuscripts have been 
preserved and reprinted with a translation into modern English. 
One of these is on fistula in ano. He saw war service during 
the Hundred Years War. He practiced in London and in 
Newark. His practice was among the nobility and his fees 
were enormous; tradition says that sometimes his fees consisted 
of ransoms for knights who were held by the Turks after the 
Crusades. Since he took the ransom, the knights never got 
home. Possibly he is the model for Chaucer’s Doctor of 
Physic.—Clendening, Logan: Source Book of Medical History, 
New York, Paul B. Hoeber, Inc., 1942. 
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PRESENT STATUS OF CHRONIC REGIONAL 
OR CICATRIZING ENTERITIS 


H. L. BOCKUS, M.D. 
PHILADELPHIA 


Consummative treatment of any disease comprises the 
destruction of the causative agent and/or the complete 
removal of the resultant lesion when one exists. Obvi- 
ously this situation does not maintain in chronic 
regional enteritis. A definitive etiologic factor has not 
been discovered and often. the entire lesion, particularly 
in the mesentery, cannot be removed with safety. Fur- 
thermore, after wide surgical excision of the diseased 
segment of intestine and its mesentery recurrences fre- 
quently take place. Sufficient experience has accrued 
since the epochal contribution of Crohn, Ginzburg and 
Oppenheimer ' in 1932 to justify an appraisal of the 
present state of our knowledge of this interesting and 
not too rare lesion of the intestine. 


NONCONTROVERSIAL ASPECTS OF CIIRONIC 
ENTERITIS 


It is not difficult to prepare a ledger epitomizing our 
present knowledge of this disease and the degree of 
success which has been had in the management of it. 
There is general agreement concerning the following : 
(1) The gross morphologic character and_ histologic 
architecture of the advanced lesion is well understood ; 
(2) it is the most common chronic severe inflammatory 
lesion which primarily affects the mesenteric small intes- 
tine of persons in the United States; (3) its clinical 
manifestations are protean, yet if the possibility of the 
disease is considered the diagnosis is usually not diffi- 
cult, and (4) good immediate results are usually 
obtained either by resection of the lesion or by a short- 
circuiting anastomosis with transection of the bowel 
proximal to the lesion. Operation can be accomplished 
with a relatively low mortality. 

I do not propose to discuss those aspects of chronic 
cicatrizing enteritis about which there is general agree- 
ment except to comment briefly on its incidence and 
its diagnosis. 

Incidence —Approximately 160 papers dealing with 
chronic regional enteritis are listed in the Cumulative 
Index during the years 1939 to 1943 inclusive. <A 
further idea of the incidence of the lesion may be 
obtained when it is realized that Shapiro * in reviewing 
the literature in August 1939 tabulated 519 cases of 
regional enteritis occurring in patients on whom opera- 
tive procedures had been performed. 

In the Western Hemisphere climate seems to play 
a role in the incidence of regional enteritis. The disease 
is rare in the southern sections of the United States 
and in Central America and the coastal regions of the 
northern part of South America. Race does not seem 
to confer an immunity, although relatively few cases 
have been reported in Negroes. The sex incidence is 
not significant. Chronic regional enteritis may occur 
at any age from early childhood to late life, but the 
average age is somewhat less than 30 years. 
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Clinical Manifestations—Although the subjective 
and objective features of regional enteritis parallel to 
some extent the site and extent of the disease and 
the presence or absence of complications, the possibility 
of the existence of the disease must be considered in 
the presence of multifarious symptoms and signs. The 
duration of symptoms in my patients with ileitis and 
ileocolitis subjected to operation (19 cases) varied from 
three months to six years. The average was twenty- 
nine months, 

Symptoms and Signs Suggestive of Acute or Sub- 
acute Appendicitis: Although usually antecedent symp- 
toms of pain, diarrhea or distention have been present 
in those patients with chronic regional enteritis present- 
ing a clinical picture suggestive of acute appendicitis, 
not rarely these phenomena have been insufficient to 
attract attention. Ofttimes operation is performed 
because of the acute onset of symptoms without resort 
to roentgen studies, so that the diagnosis is first made 
on opening the abdomen. 

Persistence or Recurrence of Symptoms Following 
Appendectomy: Under these circumstances the occur- 
rence of clinical features such as lower abdominal pain, 
distention and diarrhea should cause one to entertain 
the provisional diagnosis of regional enteritis. This 
disease should be foremost in the mind of the clinician 
if an external fistula appears following appendectomy. 

Chronic Abdominal Abscess: Symptoms or signs 
suggestive of a chronic abscess in the pelvis or lower 
abdomen, particularly the lower right abdominal quad- 
rant, constitute the principal clinical phenomena of an 
occasional patient with cicatrizing enteritis. Pelvic 
inflammatory disease or disease of the bladder is sus- 
pected as the primary diagnosis in some instances.* 

Multiple Perianal Fistulas or Abscesses: Such 
lesions occurring in patients having diarrhea, abdominal 
distention, vague lower abdominal pain or unexplained 
fever should arouse suspicion. Indeed, 8 patients in 
a series of 114 (7 per cent) with regional enteritis 
reviewed by Jackman and Smith‘ sought medical aid 
primarily because of anal fistulas. 

Diarrhea: Chronic or intermittent diarrhea in asso- 
ciation with abdominal pain of the peristaltic type con- 
stitutes the major clinical syndrome in many patients 
with regional enteritis. The symptoms may simulate 
those of ulcerative colitis, although the temporary relief 
afforded by a bowel movement, the tenesmus and the 
presence in the stools of recognizable blood and pus 
(commonly present in ulcerative colitis) is usually lack- 
ing in enteritis. 

Abdominal Pain: Dull to moderately severe pain 
(often located in the lower right abdominal quadrant) 
of a chronic, intermittent character if associated with 
either diarrhea, borborygmus or abdominal distention, 
a palpable mass or low grade fever should cause one 
to exclude the presence of regional ileitis. 

Intestinal Obstruction: Symptoms of chronic, recur- 
rent or acute intestinal obstruction may be caused by 
regional enteritis. Usually a carefully taken history 
will disclose the antecedence of diarrhea, peristaltic 
abdominal pain and borborygmus. Nutritional edema 
may accompany obstructing enteritis, and the extensive 
retention of fluid in the tissues and body cavities may 
be the most impressive feature of the clinical picture.* 


3. Ginzburg, L., and Garlock, J. H.: 
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Rare Manifestations: Rarely the patient with regional 
enteritis may seek treatment because of peritonitis 
induced by free or walled off perforation or melena ® 
or chronic fever of undetermined origin * or symptoms 
and signs suggestive of abdominal carcinoma in the 
aged.* In some cases the palpation of an ill defined 
mass may represent the first finding of consequence. 
The clinical manifestations of regional enteritis may 
be indistinguishable from those of intestinal neoplasms, 
granulomas, intestinal tuberculosis and lymphomatous 
lesions, although a positive diagnosis of enteritis based 
on clinical signs and roentgen study usually proves 
correct. In rare instances regional enteritis has simu- 
lated chronic intussusception, twisted ovarian pedicle, 
postoperative adhesions, pelvic tumors and cysts and 
diseases of Meckel’s diverticulum.? Regional enteritis 
is discovered occasionally in the absence of any symp- 
toms.® 

Roentgen Findings: Expertly performed barium meal 
study of the small intestine together with a barium 
enema will usually cause one to suspect chronic regional 
enteritis if it is present. The roentgen characteristics 
of the disease have been adequately described. Except 
in patients with definite obstruction or those with 
symptoms simulating acute appendicitis or peritoneal 
irritation requiring immediate exploration, operation is 
not justifiable in the absence of evidence of a roentgen 
abnormality. In the presence of a chronic cicatrizing 
lesion, if the roentgen investigation is negative, the 
examination has usually been inadequate or the inter- 
pretation in error. A lesion incapable of showing some 
type of roentgen defect of the intestine is hardly one 
which would require laparotomy. 


CONTROVERSIAL FEATURES OF REGIONAL 
ENTERITIS 


Let me now review those features of the disease 
concerning which differences of opinion still exist. The 
cause of chronic cicatrizing enteritis remains obscure 
and present methods of treatment are not entirely 
satisfactory. 

Etiology of Chronic Cicatrising Enteritis.—Neither 
the immediate cause nor the site of primary attack of 
the etiologic agent has been established. 

Immediate Cause: There is nothing to suggest that 
a virus is causative. Because of the granulomatous 
character of the lesion, Rodaniche, Kirsner and Palmer '° 
applied the Frei intracutaneous tests to 4 patients with 
regional ileitis, using both mouse and human antigens, 
with negative results. These investigators quoted 9 
other cases from the literature, which were similarly 
investigated, with negative results. The serums of the 
patients of Rodaniche and her collaborators '® were 
devoid of neutralizing antibodies against the virus of 
lymphogranuloma venereum. Attempts to isolate virus 
from resected intestine and lymph gland by animal inoc- 
ulation proved unsuccessful. 


T. A., and Lee, W. E.: An Appraisal 

“Preated Chronic Regional Heitis, in Frank 
Howard Lahey es olume, Springfield, Ill., Charles C Thomas, 
Publisher, 1940, Pp. 
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No proof has been supplied to indicate that the 
inflammatory reaction in chronic regional enteritis is 
initiated by an animal parasite. Bacteria are usually 
held responsible by most observers for the primary 
attack. The tubercle bacillus has not been isolated 
from the lesions. Although viewed in an isolated 
manner the histologic character of the lymphatic involve- 
ment resembles tuberculosis, the tendency toward 
regression of the histologic lesions without scarring 
or caseation excludes the presence of active tuberculosis. 
Because of this character of the histologic lesion, Had- 
field and others have commented on its simulation of 
sarcoidosis. However, up to this time no evidence 
has been added to suggest that regional enteritis is 
actually sarcoidosis. 

Felsen‘! has reported the occurrence of chronic 
regional ileitis as sequelae of acute bacillary dysentery 
in 3 patients. He also observed 29 instances of acute 
terminal ileitis in association with bacillary dysentery 
and states that he has not seen acute terminal ileitis 
with mesenteric lymphadenitis in any disease other than 
hacillary dysentery. Bisgard and Henske '’ recovered 
a dysentery bacillus from the right kidney and a 
hemolytic streptococcus from the peritoneal fluid and 
a mesenteric gland of a child with regional ileitis. 

Infections induced by food poisoning may possibly 
be responsible for the occurrence of chronic stenosing 
enteritis. A young woman (C. R.) recently studied at 
the Graduate Hospital dated the onset of her abdominal 
complaints from the eating of “spoiled” turkey which 
caused transient symptoms in 4 other persons. Previous 
exploration in another hospital revealed chronic stenos- 
ing enteritis involving 5 feet of the terminal ileum. The 
abdomen was closed without anything being done. Films 
one year later revealed the same extensive involvement 
(fig. 1). It is possible that the organism responsible for 
the food poisoning of this patient may have caused the 
primary inflammation of the intestine which eventuated 
in the advanced state of bowel disease. All evidence 
points toward bacterial invasion as a primary or excit- 
ing cause of chronic regional cicatrizing enteritis. It is 
likely that the process may be initiated by organisms 
having a predilection for lymphatic structures. 

Predisposing Causes: There are no known predis- 
posing causes of the disease. The personality pattern 
of many of my patients with chronic regional enteritis 
has aroused my interest. I have encountered very few 
calm, phlegmatic persons with this disease. Many of 
them were emotional, sensitive, rather excitable people. 
At least 4 of 19 patients could be classified as severely 


_. psychoneurotic, and 2 of them had been treated for a 


year or more prior to admission with the diagnosis 
of neurosis. The most prominent personality traits 
were anxiety and emotional immaturity. It has seemed 
to me that emotional immaturity is even more pro- 
nounced in patients with chronic regional enteritis than 
in those with chronic ulcerative colitis. One of the 
patients was admitted to an asylum for the insane within 
one year after resection of the terminal ileum with the 
diagnosis of dementia precox. 

External violence or trauma may have been related 
to the onset of regional enteritis in a case reported by 
Morlock, Bargen and Pemberton.'* As _ predisposing 
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causes of cicatrizing enteritis there is nothing to suggest 
a primary nutritional defect, an endocrinologic disorder 
or allergy, although both nutritional deficiency states 
and allergy occur in association with the disease. Either 
condition may be responsible for the exacerbation of 
symptoms and perhaps for conditioning the chronicity 
of the lesion. 

Site of the Primary Histologic Lesion: Regardless 
of whether the primary attack of the etiologic agent 
occurs by way of the intestine or by way of the blood 
stream, the lymphatic structures are unquestionably 
involved early and extensively. It has been shown by 
Hadfield ** and others that, before the stage of definite 
cellular infiltration of the tissues, the submucosa shows 
pronounced thickening due to lymphoid hyperplasia and 
obstructive lymphedema. Very early the lymph nodes 
exhibit the same changes. The extent of mucosal ulcer- 


Fig. 1 (case C. R.) G aeomaenees study by Dr. Arthur Finkelstein 
(Graduate Hospital) chewing extensive involvement of the ileum with 
cicatrizing enteritis ‘anes and three-quarter hours after barium meal. 


ation is not always i puri 08 to the involvement 
of the lymphatics. The experiments of Reichert and 
Mathes ** add support to the significance of lymphatic 
damage in this disease. Pathologic changes quite simi- 
lar to those of regional ileitis were produced in the 
ileum of experimental animals by obstructing the mesen- 
teric and submucosal lymphatics with sclerosing sub- 
stances. 

Some observers believe that mesenteric lymphadeni- 
tis’® may be the primary lesion in cases of regional 
ileitis. Holmaan’s case may be cited in this connection. 
The terminal ileum and cecum of a child 6 years of 
age were removed for regional enteritis. The mucpsa 
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of the ileum, the appendix and the colon were intact at 
every point, but the lesion in the ileum was character- 
ized by an extensive diffuse edema involving also the 
mesentery and regional lymph nodes. It was inferred 
that the process was primarily lymphatic in origin and 
that ulceration of the mucosa in other cases of regional 


Fig. 2 (case J. —Film exposed in May 1937 one hour after inges- 
tion rr barium. The small intestinal loops in the midabdomen are narrow 
and stringlike and retain very little barium. The more distal loops show 

some narrowing and pronounced abnormality of the mucosal pattern. 
The only loops found to be diseased at oy in 
the midjejunum marked with arrows. T 
to be extensively involved in 1937, 


1943 were t in 
1 loops, which appeared 
showed no pon» Hewes of disease in 1943. 


enteritis may be secondary to obstruction and infection 
of the lymphatics. Surgeons have noted a diffuse inflam- 
mation of the terminal ileum in cases of primary 
lymphadenitis.‘7 Unfortunately the link between acute 
ileitis and chronic stenosing ileitis has not been 
proved. The literature still lacks evidence of adequately 
observed cases of acute terminal ileitis in which the 
typical stenosing, cicatrizing lesion subsequently devel- 
oped. 

Erskine '* examined 31 surgically removed appen- 
dixes in which major involvement was of the outer 
coat and lymph structures. In 10 of these inflammation 
of the terminal ileum and regional mesenteric adenitis 
had been described by the operating surgeon. Patho- 
logically a dilatation of the lymph sinuses of the appendix 
was noted. It was thought that primary damage of 
the regional lymph nodes had caused a consequent 


17. Rhoads, J. E.: Management of Regional Ileitis and Certain 
Ulcerative Lesions of Intestines, Pennsylvania M. J. 42: 1050 Some) 
1939, 


18. Erskine, E. B.: The Pathologic Relationship of Mesenteric Ade- 
nitis, Ileitis and Appendicitis, Am. J. Clin. Path. 11: 706 (Sept.) 1941. 
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damming back of normal drainage of the appendix and 
terminal ileum. Erskine ventured the thought that ileal 
involvement in chronic regional ileitis might depend on 
this back flow of infective agents from the mesenteric 
glands or that the septic content of the ileum, lacking 
proper drainage, set up the chronic inflammatory proc- 
ess. Incidentally lymph node cultures in 3 of his cases 
showed respectively hemolytic streptococci, colon bacilli 
and tubercle bacilli, yet in each instance the same histo- 
logic reaction was found in the wall of the appendix. 

If the foregoing thesis is correct, the lesion which 
we know as nonspecific chronic regional enteritis could 
at times be induced by primary enteric or glandu- 
lar tuberculosis. The primary tuberculous infection, 
although overcome, might leave in its wake permanent 
damage to the lymphatics with obstruction to drainage 
from the intestine, paving the way for the inroads of 
secondary infecting organisms. The following case is 
of interest in this connection : 


In 1940 Bockus, Tumen and Kornblum!’ reported that in 
November 1935 a boy aged 14 years showed roentgen evidence 
of a widespread cicatrizing stenosing enteritis involving a con- 
siderable portion of the jejunum and at least the upper half of 
the ileum. Tubercle bacilli were recovered from the feces on 
three separate occasions by Dr. F. Boerner during the course 
of the patient’s first admission to the hospital. Acid fast 
organisms were never recovered subsequently. This boy was 
under our observation in and out of the hospital for a period 


Fig. 3 (case J. C.).—Mass of jejunal loops adherent to one another 
and connected in three areas by fistulas. One of the diseased loops is 
opened to show the extensive disease of the mucosa and thickening o “the 
bowel wall. It would appear that the disease of the ileum had undergone 
regression. 


of eight years until his death in December 1943. At postmortem 
examination only about 3 feet of jejunum was involved in the 
typical stenosing lesion of chronic regional enteritis. Patho- 
logically there was nothing to suggest acid fast infection past 


Bockus Tumen, H., and Kornblum, use Primary 
Ann. Int. Med. 13: 1940. 
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or present. It is recognized that the finding of the tubercle 
bacillus on three occasions in the stools hardly warrants a 
diagnosis of primary enteric acid fast infection; nevertheless 
it justifies speculation concerning the significance of the tubercle 
bacillus in the initiation of the lesion. Another interesting 
feature at autopsy was the absence of any demonstrable evidence 
of involvement of the distal jejunum and proximal ileum. This 
entire segment of the bowel ‘showed only atrophy of the bowel 
wall, undoubtedly due to long standing partial obstruction of 
the midjejunum. The mesentery of the distal jejunum and entire 
ileum was quite normal. Figure 2 illustrates the extensive 
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extension of the disease, but also on the accumulation 
of experience with the various methods of therapy which 
have been tested. I should like to review my experience 
with patients who have undergone radical operative 
treatment (tables 1 and 2). 

Chronic Terminal Cicatrizing Ileitis: Eleven patients 
with involvement varying in extent from 8 inches to 
5 feet of terminal ileum were subjected to ileocolostomy 
(ileotransverse colostomy 10 cases, ileo-ascending colos- 
tomy 1 case) and resection in one or two stages, with 


involvement that was noted roentgenographically prior to April one operative death, a mortality of 9 per cent. The 
TABLE 1.—Results of Operation in Chronic Regional Ileitis 
Duration Time of 
of Recurrence After 
Symp- Operation (Years) Time After 
toms, r Present Operation, 
Case Sex Race Age Months’ Cite of Lesion Operation X-Ray Ciinieal Condition Years 
D.V Negro 38 12 Termiuval ileitis lleocolostomy, Postoperative 
1 foot resection, 1 stage death, peritonitis 
A. L. 2 Jew 28 15 Terminal ileitis lleocolostomy, 4 4 Fair 9% 
1 foot resection, 2 stages 
F.B Q Jew 41 72 Terminal) ileitis lieocolostomy, 1% 1% Fair T+ 
3 feet : resection, 2 stages 
A. G. é Jew 20 4 Terminal ileitis lleoeolostomy, 1% ? Good 6% 
1 foot resection, 2 stages 
F. B. 2 Italian 27 6 Terminal ileitis lieocolostomy, None -- Good, 2 yr. 6+ 
8 inches resection, 1 stage 2 yr. 
A. R. é Jew 34 12 Terminal ileitis lleocolostomy, ,4yr ?,4 yr. Average (6 stools 4+ 
1 foot resection, 1 stage daily) 
R. 8. g Jew 36 3 ‘Terminal ileitis Lleocolostomy, None None Confined; schizo- 3 
4 feet resection, 1 stage (3 yr.) (3 yr.) phrenia 
D. K. Q German 16 12 Terminal ileitis lleocolostomy, No ? Fair 2 
4 feet; fistulas resection, 1 stage checkup 
H.K é Jew 30 72 Terminal ileitis lleoecolostomy, 1% 14% Fairly good 2+ 
1% feet resection, 1 stuge (2 feet) 
R. M 2 Jew 35 48 Terminal ileitis Tleocolostomy, 2 1 Fair; obstruction 3 
4 feet resection, 1 stage and resection 1 foot 
ileum 2 years after 
first operation 
R. G. Q Jew 41 72 Terminal ileitis Tleocolostomy, None None Good 2 
2 feet resection, 1 stage 
Cc. 8. é German 46 36 Regional! ileitis Resection, side to 8% 3% Almost entire ileum 8 
(not terminal) side anastomosis and whole colon 
involved: clinieal 
status fairly good 
A. C. Q Italian 36 18 Regional ileitis Resection, end to 1 yr. (2) ee Good 5% 
(not terminal) end anastomosis, no sub- 
sequent 
checkup 
D. R. é Jew 29 12 Segmental ileitis Lieocolostomy, 10 mo. Symptoms Fair 4 
4 feet resection, 1 stage 9 mo, 
Chronic leocolitis 
8s. é Jew 18 18 Terminal fleitis Ileosigmoidostomy, None None Good 8 
proximal % colon resection, 2 stages 
M.S. Q Jew 32 20 Terminal ileitis lleosigmoidostomy, -- Postoperative 
1 foot, proximal ileum not transect death; fistula, 
M.C, Ordinary 23 24 Terminal ileitis Tleosigmoidostomy, Postoperative 
mixed 9 inches, proximal resection, 1 stage death; fistula, 
American % colon peritonitis 
A. P, Jew 12 14 Termina! ileitis Ileocolostomy, None None Excellent 4 
1 foot, proximal 1 stage 
14 colon 
D. C. 9 Ordinary 25° 24 Terminal! jleitis lleosigmoidostomy, Postoperative 
ixed 1 foot, proximal resection, 1 stage sigmoidal! fistula, 
American % colon peritonitis, 
death (4 yr.) 


1941. The absence of postmortem changes except in the jejunum 
suggested that a number of feet of ileum, formerly diseased, 
underwent regression with return to normal (fig. 3). 


Both pathologic and clinical observations suggest that 
in many cases of regional enteritis the primary lesion 
is in the lymphatic structures and that no specific organ- 
ism can be held responsible for the disease. One must 
conclude that the lymphatics often bear the brunt of the 
attack and that extension via the mesentery undoubtedly 
occurs. 

Surgical Treatment—A_ decision concerning the 
type of treatment to be instituted for the patient with 
chronic regional enteritis depends, not only on what 
is known of the etiology and pathology and manner of 


remaining 10 patients are alive. Five of them are known 
to have a recurrence of the stenotic process proved by 
roentgen study (50 per cent). X-ray evidence of recur- 
rence of the disease was obtained at intervals varying 
between one and one-half and four years following 
resection. One of the patients with recurrence is in 
good condition, The remainder are in fair shape, carry- 
ing on part time activities. A good result was obtained 
in only 45 per cent of 11 patients subjected to resection. 

Regional (Not Terminal) Ileitis: Three patients 
were subjected io operation. In 2 instances resection 
with anastomosis of normal ileum,was performed and 
in 1, an extensive case of segmental ileitis, approxi- 
mately 5 feet of the terminal ileum together with the 
ascending colon were resected and an ileotransverse 
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colostomy performed. <A recurrence of the disease has 
been detected by x-ray in all 3 patients at intervals 
varying from one to three and one-half years after 
resection. All of these patients are able to carry on part 
time activity without great discomfort. 

All Cases of Heitis (Terminal and Regional) : Sum- 
marizing the data from both groups just cited, 14 
patients were subjected to resection with one operative 
death (7 per cent). The 13 remaining patients are 
alive, but recurrences have developed in 8 of them, or 
62 per cent. 

It should be stated that in 3 of the 14 patients oper- 
ation was absolutely essential because of almost com- 
plete obstruction in 2 instances and extensive infection 
associated with multiple fistulas in the third patient. 
All 3 patients are alive. Totally satisfactory results have 
been obtained in only 5 of 14, or 36 per cent of patients 
subjected to resection. 

Ileocolitis: Five patients were operated on. In 4 
instances the terminal ileum was involved and more 
than three fourths of the proximal colon. The terminal 
ileum and one third of the proximal colon were involved 
in the fifth patient. In 4 of the 5 patients the colonic 
involvement extended to the region of the junction of 
the descending colon with the sigmoid. In 1 instance 


TasLe 2.—Radical Resection, Chronic Regional Ileitis 
and Ileocolitis 


Operative Reeur- Good 
Mortality, Alive, rence, Result, 
No. 0 per No.of per 
Cases Cent Patients Patients Cent 
Terminal jleitis................ ll 9 10 5 45 
Regional ileitis (not terminal) 3 0 3 3 0 
Tie ced case 5 40 2 1 
subsequent 
death 
TOtel CAMB. 19 16 15 37 


death occurred after the primary ileosigmoidostomy, 
which unfortunately was performed without transection 
of the ileum. In the remaining 4 patients ileosigmoid- 
ostomy and resection of the ileum and colon proximal 
to the anastomosis were carried out. In 1 it was per- 
formed in two stages, and in the remaining 3 a one stage 
procedure was used. An operative mortality occurred 
in 2 of the 5 cases (40 per cent), the second mortality 
following a one stage resection. Three patients survived 
operation, but 1 died three and three-quarter years 
later as a result of multiple external fistulas and peri- 
tonitis. The remaining 2 patients are in good health, 
four and eight years following the operation. 

Adding our experience with ileitis to that of ileitis 
combined with colitis, 19 patients were subjected to 
operation and good results were obtained im 7, or 37 
per cent. Four of the patients have died, a mortality 
of 21 per cent. 

Resection Caneel with Other Therapeutic Pro- 
cedures: If one should attempt to compare these results 
with those to be anticipated if medical management 
had been substituted for operation, one could conclude 
that 3 of the patients would have succumbed without 
resort to operation as compared with the death of 4 
patients following operation. In 7 others it is unlikely 
that more favorable results would have obtained with 
conservative management in view of the extent of 
involvement and the presence of fistulas and other 
abnormalities. Consequently by any criteria 10 of the 
19 patients would certainly have been no better off. 
This leaves 9 patients in whom the results to be antici- 
pated by conservative management cannot be estimated. 
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It is doubtful if all 9 patients would have remained as 
well as 7 of them have been, following resection of 
the lesion. In order to decide this question of the 
advisability of radical operation versus conservative 
management in the absence of complications, one should 
know whether or not this chronic granulomatous process 
in the intestine and the extensive disease of the mesen- 
tery ever recede during the course of adequate medical 
management. It is possible in some instances that 
recession of the lesion may occur (see case J. C.), but 
experience with the disease up to this time would 
suggest that complete resolution rarely takes place. 

In view of the experience with radical operation cited, 
one is tempted either to treat some patients conserva- 
tively, as suggested by Cutler,*° or to abandon resection 
with ileocolostomy for some other more conservative 
surgical procedure. The experience cited by Marshall ** 
at the Lahey Clinic justifies a careful appraisal of the 
Mikulicz type of resection in the treatment of the 
terminal type of chronic regional enteritis. This opera- 
tion was performed thirty-five times at the Lahey 
Clinic with only one death, which was attributed to 
embolism. Recurrences were reported in only 9.6 per 
cent of the cases. Twenty-one had been followed for 
a period of four years or longer. These results are 
certainly superior to those obtained in my series of 
cases with resection and internal anastomosis. 

In 1939 Shapiro? surveyed the results obtained by 
short-circuiting operations performed one year or more 
prior to the time of his report on 8&8 patients with 
regional ileitis. The mortality in this series was 8 per 
cent, but the incidence of freedom from symptoms was 


only 30.6 per cent in spite of the relatively short period 


of follow-up observation. Perhaps some of the bad 
results in these cases were due to the lack of transec- 
tion of the ileum distal to the anastomosis, since it was 
impossible to lear from the case reports how often 
this necessary procedure was carried out. Only 14 of 
45 patients in the report by Brown and Donald * 
remained well after short-circuiting operations. How- 
ever, more recently Ginzburg and Garlock * and others 
have looked with favor on a short-circuiting anastomosis 
with exclusion in preference to resection of the lesion. 
Ginzburg and Garlock performed this operation fifty- 
four times without an operative death and with only 
two subsequent deaths. They report only seven failures 
in the 54 patients so treated. If a longer period of 
observation confirms these excellent results it would 
appear that short-circuiting operation with exclusion is 
preferable to resection with internal anastomosis. 
Perhaps one should refrain from operating on some 
patients with regional enteritis in the absence of exten- 
sive infection or obstruction in order to determine 
whether or not the infective process will subside and 
some degree of resolution occur, as it does occasionally 
in chronic ulcerative colitis. Patient C. R., previously 
cited, in whom the extensive involveinent rendered 
resection or short-circuiting operation unwise, has 
remained well following discharge from. the hospital 
(six months). The advisability of trying conservative 
management in selected cases is suggested by the expe- 
rience which has accrued in the follow-up management 
of extensive recurrences following resection. Some of 
these patients remain quite comfortable and well nour- 


20, Cutler, C.: A Neglected Entity in Abdominal Pain and a 
nteritis, New York State J. Med. 39: 328 
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ished with adequate care in spite of pronounced involve- 
ment of the intestine and mesentery. Furthermore, in 
the preoperative preparation of our patients many were 
rendered symptom free and afebrile prior to operation 
as a result of intensive medical management. Quite 
often the fever subsides, diarrhea is controlled and 
weight gain is achieved in a relatively short time. 

Medical Management.—Adequate medical care of this 
disease should be thoroughly understood, since it must 
be carried out prior to any contemplated operation, 
following all types of surgical procedures and in the 
treatment of recurrences following operation. Further- 
more, in some instances the involvement is so extensive 
that operative procedures cannot be undertaken. 

The features of the disease which often require spe- 
cial therapeutic attention include severe infection, under- 
nutrition, protein deficiency, hypochromic anemia, 
vitamin deficiencies of all kinds and steatorrhea. Less 
often calcium deficiency and hepatic dysfunction must 
be combated. A brief discussion of medical therapy 
follows: 

Diet: A high protein, high carbohydrate diet is 
indicated. Ample proteins are essential in order to 
prevent or to overcome a tendency toward protein 
deficiency. Often the great bulk of calories must be 
supplied in the form of carbohydrates because of faulty 
absorption of fats in patients with very extensive 
involvement. The amount of fat permitted in the diet 
must depend on the. presence or absence of steatorrhea. 
An excessive excretion of fat in the stools should be 
prevented, since steatorrhea is usually associated with 
abdominal distention and discomfort and an increase in 
the number of bowel movements. The tolerance to 
ingestion of fiber varies. If the diarrhea is pronounced 
or partial intestinal obstruction is present the diet 
should be bland and contain very little cellulose fiber. 
During the less active phase of the disease many patients 
tolerate a normal amount of cooked fiber, and in some 
instances even uncooked fiber is well borne. Just as 
in ulcerative colitis, sensitivity to certain foods may 
develop. Intolerance to milk may be noted in some 
patients during the active phase of the disease and in 
others with very extensive involvement. 

Vitamins: It is essential to reinforce the diet with 
large amounts of easily absorbed vitamins in order to 
prevent the occurrence of multiple vitamin deficiency 
and to maintain good resistance and nutrition. Usually 
the water soluble vitamins can be given in large doses 
by mouth. It is doubtful whether complete reliance 
can be placed on synthetic preparations. Brewers’ yeast 
or some similar natural whole vitamin B preparation 
has seemed necessary in several of my patients. During 
that phase of the disease characterized by infection, 
fever and pronounced diarrhea, water soluble vitamins 
should be administered parenterally. Very often paren- 
teral water, glucose and salt are required and water 
soluble vitamins may be added to the intravenous solu- 
tions. Vitamin K may be administered intravenously 
or by injection if the need is great. Adequate amounts 
of the fat soluble vitamins are usually well borne when 
administered orally. 

The Treatment of Anemia and Protein Deficiency : 
Severe anemia in regional enteritis is almost always 
associated with plasma protein deficiency, so that blood 
transfusions are required until the blood count approxi- 
mates that of normal. Not infrequently a deficit in 
plasma protein persists, requiring infusions of blood 
plasma or amino acid mixtures. It may be very difficult 
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to maintain a normal plasma albumin concentration in 
these patients with extensive involvement or continuous 
fever. In addition to the high protein diet readily 
utilizable, amino acid mixtures may be requi 

In patients with lesser grades of anemia, " ferrous 
sulfate may be administered orally. Injections of crude 
liver extract may have some value in improving the 
general status of nutrition. 

Calcium deficiencies are occasionally encountered, 


-particularly in those patients who have had an associated 


steatorrhea. Calcium lactate or gluconate may be given 
by mouth or parenterally when required 

Ultraviolet Irradiation: Ultraviolet therapy is too 
often neglected in both regional enteritis and ulcerative 
colitis. It is difficult to assay its value, but empirically 
I believe that it has a definite place in the adequately 
arranged therapeutic regimen for patients who are hos- 
pitalized with regional enteritis. 

Roentgen Therapy: The use of x-ray therapy has 
been mentioned by Cutler *° and by Warren and Miller,’ 
but too little experience has been had to warrant an 
opinion concerning its value, It would be of interest 
to subject a number of patients with recurrences or with 
inoperable lesions to x-ray therapy, although it is 
unlikely that it will prove of much benefit. 

Sulfonamides: The sulfonamides have been tried by 
a number of clinicians in the treatment of this disease. 
I have utilized sulfadiazine and sulfathiazole with good 
results in critically ill febrile patients in preparation 
for operation. The temperature has quickly dropped 
to normal in some instances. Succinylsulfathiazole is 
now being used for one week or more during the course 
of preparation for operation. The drug may be tried 
for the treatment of recurrences following operation and 
in the treatment of patients for whom operation is not 
being contempiated. At least temporary improvement 
may be anticipated as a result of the use of succinyl- 
sulfathiazole in some instances. It is too early to appraise 
its final effect on the disease. 

Penicillin: Penicillin may be tried in much the same 
way in which succinylsulfathiazole is now being used. 
However, it is not likely to prove of value in the treat- 
ment of lesions of the gastrointestinal tract when admin- 
istered parenterally as at present. Obviously neither 
sulfonamides nor penicillin can be expected to influence 
the irreparable pathologic changes which occur in many 
instances. 

Vaccines and Serums: Vaccines and serums have not 
been evaluated in a sufficient number of cases to justify 
an opinion. It is unlikely that they will prove any 
more successful than in the treatment of chronic ulcera- 
tive colitis. 

Palliative Treatment: It is rarely necessary to pre- 
scribe opiates to control either pain or diarrhea. Usually 
the more acute symptoms not due to peritoneal irrita- 
tion or obstruction are controlled by bed rest and the 
exhibition of antispasmodics with small doses of pheno- 
barbital. 

Digestants: If it becomes difficult to maintain normal 
nutrition because of diarrhea out of proportion to the 
extent of disease, a gastric analysis should be performed 
in order to eliminate the possibility of achlorhydria. 
If achlorhydria is found the administration of dilute 
hydrochloric acid may reduce the number of stools. If 
because of extensive resection or recurrence after oper- 
ation or involvement of a large part of the intestine 
the loss of protein and fat in the feces is excessive, large 
doses of pancreatic substance may be given before and 
after meals. 
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Prognosis.—It is apparent that with the use of all 
known methods of therapy chronic regional enteritis is 
frequently not overcome. The prognosis in any given 
instance must always remain in doubt, not for one or 
two years, but for many years. Not infrequently recur- 
rences take place following resection in spite of the 
removal of every visible evidence of the lesion. It is 
probable that, with longer and more adequate follow-up 
studies, one may not anticipate permanent good results 
in more than 50 per cent of patients treated by resection 
of the lesion. However, there is some indication that 
regression of the disease may follow conservative medi- 
cal management (case J. C.) or short-circuiting opera- 
tion with exclusion.’ Certainly clinical remissions do 
occur, and some patients with extensive involvement of 
many feet of the small intestine enjoy good health for 
rather long periods of time. For this reason one should 
maintain an optimistic point of view concerning the 
outcome and possibility of improvement in every patient. 
Even though operation is deemed impossible, adequate 
medical management should be continued indefinitely, 
as clinical improvement in some patients may be nothing 
less than remarkable, following a relatively short period 
of hospitalization and thoroughly adequate manage- 
ment. 

250 South Eighteenth Street. . 


INFLAMMATORY LESIONS OF THE 
SMALL INTESTINE 


SURGICAL ASPECTS 


HENRY W. CAVE, M.D. 
NEW YORK 


The surgical approach to inflammatory lesions of the 
small intestine is predicated on the type of involvement. 
Basically there are two types: (1) primary involve- 
ment, as is seen in cases of regional enteritis, and 
(2) secondary inflammatory lesions, as not infrequently 
follow obstruction of the small intestine or mesenteric 
thrombosis. 

Of necessity, this discussion of the surgical aspects 
of inflammatory lesions of the small intestine will deal 
principally with regional enteritis which has involved 
the small bowel alone, and also with inflammation of 
the terminal ileum which is associated with ulcerative 
colitis. Mention will be made of 2 instances, from our 
surgical service, of chronic organizing enteritis, which 
aptly, I believe, should come under this general topic. 

The most interesting of all primary lesions of the 
jejunum and ileum is the so-called terminal ileitis, 
regional enteritis or segmental enteritis, as has been 
so vividly and completely described by Crohn, Ginzburg 
and Oppenheimer’ of the Mount Sinai Hospital in 
New York. Certainly a tribute should be paid to this 
group of investigators:and surgeons of this particular 
institution for the outstanding work that has been done 
by them and under their direction in this disease. From 
time to time complete reports on the various aspects 
both medical and surgical have emanated from this 
clinic. Our experiences at the Roosevelt Hospital has 
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been limited as to numbers, and in that respect are 
not comparable to the series of the Mount Sinai 
Hospital. 

In all there were 23 cases of regional enteritis in the 
surgical services of our hospital during the past ten 
years. Of the 23 patients operated on, 19 were males. 
Seven were operated on with a preoperative diagnosis 
of acute appendicitis and, of the 7 , five appendectomies 
were performed. Four had been previously operated 
on and resections of the terminal ileum and ascending 
colon carried out. These 4 cases could be called possi- 
ble recurrences because of the fact that they all recurred 
near the site of the prevous anastomosis. In one, 
a man of 25, admitted with a fecal fistula, who had 
previously had a resection of the small bowel and 
ascending colon, the condition necessitated further 
excision of the small intestine, to the extent that only 
approximately 3 feet of small bowel remained. There 
were 6 instances in our series in which there was an 
inflammatory involvement at the terminal ileum associ- 
ated with ulcerative colitis. 

All of these necessitated wide resection of the ileum 
as well as a good portion of the large bowel. One could 
term this group as right sided ulcerative colitis with 
terminal ileitis. 

Of the 23 patients in this series, 3 died. One was 
a man of 34 who was admitted to the hospital with a 
diagnosis of perforated peptic ulcer. At operation a 
perforation of the ileum was sutured. He was thought 
too ill to carry out other procedures. Autopsy revealed 
acute general fibrinopurulent peritonitis and terminal 
ileitis with perforation. The second patient was a 
youth of 19 who had had elsewhere a resection of the 
terminal ileum and an ileosigmoidostomy. Ileocolostomy 
and partial colectomy were performed. Four months 
after the second operation an obstruction developed. 
The ileum perforated and death from peritonitis ensued. 
The third patient who died was a woman of 22 who 
had been given an ileostomy and later subtotal colec- 
tomy. ‘Two years later she died from a perforation in 
the terminal ileum which postmortem examination 
revealed to be a perforation 8 inches from the ileal 
stoma in a segment of bowel which had all the char- 
acteristics of regional enteritis. 

It is the early stage of this disease that has so fre- 
quently been confused with acute appendicitis, there 
being pain in the right lower quadrant of the abdomen, 
direct and rebound tenderness at McBurney’s point, 
fever and leukocytosis. In 4 instances in my own 
private practice, all before 1938, the diagnosis of acute 
appendicitis was made and the abdomen opened through 
a McBurney incision, revealing abundant serosanguine- 
ous fluid, the terminal ileum reddened and edematous 
and the appendix normal. The appendixese in all 
4 instances were removed, a questionable practice, the 
muscle splitting incision was closed through a right 
rectus incision, and an exploration was carried out 
showing the extent of the ileitis and especially the 
inflammatory involvement of the mesentery. No further 
procedure was done; the abdomen was closed. All in 
this particular group operated on over five years ago 
have failed to show any sign or symptom of a recur- 
rence. One questions that many suffering from the 
acute phase of the disease necessarily go on into the 
ulcerative phase followed by stenosis and later fistulous 
formation. 

From the surgical aspect the question of recurrences 
should be discussed. There are instances no doubt in 
which the disease recurs at or near the site of a previ- 
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ous anastomosis; this means usually that resection has 
been incomplete and that potentially if not already 
inflamed bowel wal! has been used in performing ileo- 
colostomy. There may exist a segment or segments of 
the jejunum higher up that could be identified as an 
early lesion, had a careful search been made at the 
first operation. 

It is generally conceded that the treatment of 
regional enteritis is surgical. Most surgeons advocate 
resection of the involved segment or segments either 
in one or in two stages. If the two stage method is 
followed the interval between first and second is varia- 
able, depending on the improvement of the patient. 

In the presence of an internal or external fistulous 
tract, side tracking maneuvers either of the small bowel 
to small bowel or of the small bowel to the large bowel 
add considerably to a safer and a more satisfactory 
outcome. 

Two and one-half years ago Colp, Garlock and 
Ginzburg ? advocated ileocolostomy with exclusion for 
nonspecific ileitis, suggesting that it “is an indirect and 
simpler procedure” and “can be carried out with a 
negligible mortality by the surgeon who only rarely 
encounters the disease.” They reported 40 cases with- 
out operative mortality or serious postoperative compli- 
cations. Two days ago at this meeting of the American 
Medical Association before the Section on Surgery, 
General and Abdominal, Drs. Garlock and Crohn * 
reported 164 cases followed for a period from two 
to fourteen years with a low operative mortality of 

8.5 per cent. They reemphasize the importance of a 
single short-circuiting procedure with transection of 
the terminal ileum and are convinced that their results 
are better than with primary or secondary resection. 

I am of the belief that many can be cured perma- 
nently by ileocolostomy with exclusion, especially those 
operated on in the early stages of the disease; others 
reaching the stage of ulceration, stenosis and fistulous 
formation will require further surgery before they are 
cured. 

Certain individuals suffering from ulcerative colitis 
present involvement of the terminal ileum in varying 
degrees. We have considered this for the most part 
a continuation or spread of the disease backward 
through the ileocecal valve; however, in 7 of the 
80 patients on whom we have operated primarily for 
ulcerative colitis, we found inflammatory lesions of the 
small intestine resembling regional enteritis. 

Tuberculosis of the small intestine, especially at the 
ileocecal junction, may be a primary lesion; however, 
generally the lung is the primary seat. These have to 
be dealt with surgically; formerly it was thought that 
by merely opening the abdomen or instilling free oxygen 
into the peritoneal cavity cures were effected. Resec- 
tion of the involved area has proved valueless unless 
heliotherapy or medical management will arrest the 
original focus. 

Secondary inflammatory lesions following mechanical 
intestinal obstruction, volvulus or mesenteric throm- 
bosis have their surgical implications. Infection is 
succeeded by embarrassment to the blood supply. 
foration with resulting peritonitis can be anticipated 
unless the gangrenous segment is removed, The Miller- 
Abbott tube, a valuable adjunct in intestinal surgery, 


2. Colp, R.; Garlock, J., and L.: Tleoco with 
Exclusion for Nonspecific Am. J. Digest. Dis. (Feb) 1942. 
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frequently has been misleading and has given a sense 
of false security in numbers of instances of acute ileus 
due to.a band or torsion of a loop or loops of small 
bowel. 

There is an unusual chronic inflammatory lesion 
which involves the entire small intestine which should 
be mentioned in this discussion. In 1908 Dr. Miles F. 
Porter and Dr. William H. Welch * reported before the 
Section on Surgery, General and Abdominal, an 
unusual pathologic specimen. The specimen revealed 
the entire smail intestine covered with a grayish white, 
strong membrane, cartilaginous in part, which covered 
and closed into a small mass the entire small bowel. 

he fatality had resulted from intestinal obstruction due 
to this constricting, encircling membrane. Dr. Welch’s 
pathologic diagnosis was “chronic organizing peritonitis 
from numerous transverse infoldings or constrictions of 
the intestinal wall, this being held in place by bridges 
of dense organizing false membrane.” 

Dr. Charles N. Dowd ® in 1923 reported from the 
Surgical Division of the Roosevelt Hospital a case in 
which a man aged 46 complained of pain and a mass 
in the lower part of the abdomen. He found at opera- 
tion a lobulated irregular mass measuring 24 cm. in 
length and 10 cm. wide covered by a thickened mem- 
brane, the entire mass giving the appearance of having 
been the site of an inflammation. “It was found that 
the tumor was composed of convoluted and adherent 
small intestine bound into an irregular mass by some 
peculiar pathological process.” An anastomosis was 
made around this mass between a loop of the jejunum 
and a segment of the terminal ileum. A leak occurred 
at the site of anastomosis. The patient died on the 
thirty-third postoperative day. 

In January 1941 a 12 year old girl complaining of 
recurrent attacks of nausea and vomiting and dull epi- 
gastric pains was admitted to the Surgical Service of 
the Roosevelt Hospital. The child had a tumor in the 
left upper quadrant of the abdomen. X-ray exami- 
nation revealed distended loops of jejunum in the left 
upper quadrant with a 50 per cent six hour gastric 
residue. At operation a fair sized tumor mass covered 
with a thick grayish membrane was found in the left 
upper quadrant. It was difficult to determine whether 
this mass was in the peritoneal cavity or in the retro- 
peritoneal space. Except for 4 or 5 inches of the termi- 
nal ileum, almost the entire intestines were clustered 
together under this thickened membrane, and the loops 
were found to be adherent to one another. This 
thickened membrane, covering almost the entire small 
intestine like a cap, was dissected off, and the loops 
of small bowel were straightened out. The patient 
made an uneventful recovery. A follow-up in March 
1944 revealed the abdomen to be entirely normal. 
Studies of the small intestine revealed nothing unusual. 

This condition has been variously termed multiple 
progressive hyaloserositis and chronic multiple serositis. 
The etiology is unknown. The mucous membrane of 
the intestine in this condition becomes puckered into 
various shapes and various size folds and will com- 
pletely obliterate the lumen of the bowel. The actual 
surgical removal of the encasing membrane is the only 
method of treatment through which recovery can be 
expected. 


4. Porter, M. F.: Chronic at gon with Complete Obstruction, Tr. 
Sec. Sart: Anat., A. M. 2. 
. Dowd, N.:_ The Reletionshig ‘Between Certain Forms of Intes- 
tinal. Obstruction, Chronic Peritonitis and Chronic Multiple Serositis, 
Ann. Surg. 77: 423 (April) 1923. 
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SUMMARY 

Numerous patients with early acute regional enteritis 
will recover without resection or even without ileo- 
colostomy with exclusion. Appendectomy in the early 
stage or other stages invites disaster. In the surgical 
management of regional enteritis resection in one or 
two stages has been generally accepted as the procedure 
of choice. Colp, Garlock and Ginsburg believe that a 
sufficient number of patients can be cured by ileo- 
colectomy with exclusion alone so that resection is 
unnecessary. Certainly their results with this procedure 
have been most encouraging. A certain percentage of 
patients suffering from ulcerative colitis have an associ- 
ated ileitis. This diseased terminal ileum should be 
removed at the time of partial or complete colectomy. 

A rare inflammatory lesion of the small intestine 
termed chronic organized enteritis was recently treated 
in the Surgical Service of the Roosevelt Hospital. 

West Fifty-Ninth Street and Ninth Avenue. 


ABSTRACT OF DISCUSSION 
ON PAPERS OF DRS. BOCKUS AND CAVE 

Dr. Burritt B. Cronn, New York: The duration of illness 
before surgery was applied for was twenty-seven months. This 
delay is one of the reasons why, possibly, the surgical results 
have not been as promising as they should be and are to date 
disappointing. What happens during those twenty-seven months 
during which the disease passes without a diagnosis? Dr. 
Bockus mentions a febrile, an indeterminate protracted form of 
the disease. One of my first’ cases of ileitis was reported in 
the New England Journal of Medicine as a case of brucellosis 
with unusual manifestations of small intestine involvement, a 
case with continuous fever, in which the ileitis was not identi- 
fied. More and more cases in which there is fever for months 
are diagnosed by competent medical men as rheumatic fever, 
periarteritis nodosa, Libman-Sachs disease or subacute bacterial 
endocarditis; often the diarrhea is not noted for many months. 
Once the clinical phenomenon of diarrhea has announced itself, 
the diagnosis of ileitis or of segmental colitis accounts for a'l 
the previous symptoms. There is apparently a long lag 
between the beginning of symptoms and the eventual diagnosis 
of inflammatory intestinal disease with recourse to surgery. 
The better results that can be shown and will be shown in the 
future with the surgical treatment of this disease will depend 
in great part on earlier diagnosis. Dr. Garlock and I reported 
a large group of cases of ileitis (65 cases) in which the surgical 
attack was ileotransverse colostomy with transection of the 
ileum; the mortality in this series was nil, In our experience 
the incidence of recurrences was 10 per cent. That is much 
better than has-been shown by us in the past. The future will 
depend on the factors, namely the responsibility of the medical 
men for an earlier diagnosis during those twenty-seven months, 
and the ability of the surgeons to determine just what is the 
best and simplest surgical procedure, one with the least mor- 
tality and with the highest percentage of promising returns. 

Dr. Marte OrtTMAYER, Chicago: A woman aged 52 had 
been ill for nine months with what had been diagnosed duodenal 
ulcer and anemia. In the month before I saw her she had lost 
20 pounds (9 Kg.). She complained of mild epigastric pain, not 
exactly related to eating, of vomiting with some relief from the 
pain, and of diarrhea of recent onset. Her previous history 
was negative except for pneumonia ten years before. She 
weighed 72 pounds (33 Kg.). Her temperature fluctuated daily 
from normal to 100, 101, and occasionally 102 F. Her pulse 
rate was above 100, her respiratory rate 20. Her lungs and 
heart were normal with a functional systolic murmur. Her 
fingers were clubbed and her tongue at times was beefy red. 
The blood protein was normal in range and ratio; the red blood 
cell count was 3,680,000; the white blood cell count was 10,300; 


hemoglobin was 68, polymorphonuclears were 72 per cent, the 


Kahn reaction was negative. The stools were pasty and light 
colored. Of 27, 19 showed traces to 4 + reactions to benzidine. 
On 3, formaldehyde digestion tests for acid fast bacilli showed 
none. There were no amebas, cysts or ova. Dysentery and 
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typhoid cultures were negative. Roentgenologically the stomach 
was normal. The duodenal cap showed a deformity consistent 
with duodenal ulcer but no crater. The small bowel study with 
2 ounces of barium and water each was of real aid in the 
diagnosis. The roentgenologist diagnosed multiple partially 
obstructing strictures of the jejunum with possible ulceration at 
two points. Surgery was declined because of the obvious risk 
and widespread lesion. Three days before death the patient 
developed sudden severe abdominal pain and tenderness, suggest- 
ing peritonitis. Autopsy confirmed the latter. The gross speci- 
men of the jejunum showed healed constrictions. There was a 
transverse ulcer with a perforation. In the microscopic picture 
all was necrotic. There were no tubercles. It was not at all 
like terminal ileitis but rather a necrotizing, constricting, per- 
forating, multiple ulcerative jejunitis of unknown origin. 

Dr. Henry W, Cave, New York: There is a new drug, a 
sulfonamide drug, which has been most helpful in our surgery, 
called sulfathalidine. I have used it in 58 instances simply in 
the preoperative preparation of patients for small and large 
bowel intestinal surgery. The drug has three merits. It is 
more potent than succinylsulfathiazole, it is absolutely nontoxic, 
and it can be given in smaller doses than sulfaguanidine or 
succinylsulfathiazole. We have recently given it to patients 
suffering from ulcerative colitis, and there has been no amazing 
change in the few patients treated. We have not used it long 
enough to give any kind of authoritative report on it, but 
certainly in preparing patients for ileostomy or for subtotal 
colectomy and for cancer of the colon, who are not in good 
shape and have ulcerative colitis in an extensive form this drug 
has been helpful. 


Clinical Notes, Suggestions and 
New Instruments 


ARTIFICIAL INSEMINATION AS A MEANS OF 
PREVENTING ERYTHROBLASTOSIS 


Eviru L. Porter, M.D., ann J. Ropert Wittsonx, M.D. 


Cuicaco 


The theory of maternal immunization to the Rh factor as the 
primary etiologic agent in the production of erythroblastosis 
has become widely accepted in the last few years. Clinical 
observations are in remarkably close agreement with’ the find- 
ings which are to be expected on the basis of the theory, and 
although part of the actual mechanism by which the disease 
is produced is still unknown the basic facts must be considered 
as established. The following conditions should exist if the 
theory is correct: 

1. The mother is Rh negative. 

2. The father is Rh positive. 

3. The fetus is Rh positive, the Rh positive gene being inher- 
ited as a mendelian dominant. 

4. The Rh factor passes from the fetus to the mother. The 
mode of transmission has not been proved but is presumed to 
be by passage of Rh positive fetal erythrocytes from the fetal 
to the maternal circulation. 

5. Anti-Rh agglutinins are produced in the maternal organism. 

6. Anti-Rh agglutinins pass from mother to fetus. 

7. An antigen-antibody response occurs in the fetus. 

All of these conditions are in agreement with clinical obser- 
vations. Almost all of the mothers who have been tested are 
Rh negative, and in the few instances in which erythroblastosis 
has been reputedly found in the infants of Rh positive women 
the disease may have been due to immunization by some other 
antigen, or there may have been an error in performing the 
test or in the diagnosis of erythroblastosis. Almost without 
exception the fathers and the affected infants have been Rh posi- 
Agglutinins have been demonstrated in a high percentage 
of adequately studied mothers; moreover, inability to demon- 
strate agglutinins in vitro does not necessarily indicate physio- 
logic absence. The pathologic lesions which characterize 
erythroblastosis are abnormal destruction and production of 
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erythrocytes. The destruction is best explained as an antigen- 
antibody reaction and the abnormality in blood formation as 
secondary to the blood destruction. 

Three further clinical observations which must be explainable 
by this theory if it is correct are (1) the development of the 
disease in the offspring of only a small proportion of women 
who are Rh negative, (2) the rare occurrence in a first preg- 
nancy and (3) the almost constant repetition in pregnancies 
subsequent to one in which an infant develops erythroblastosis. 

The fact that erythroblastosis ordinarily has an incidence of 
only one in every three or four hundred births, while in a random 
population approximately one in eleven pregnant women is 
Rh negative and is carrying an Rh positive child, indicates, 
that some additional element must be present before erythro- 
blastosis will develop, even though the Rh distribution would 
permit its occurrence. The most probable inciting factor is an 
abnormality of the placenta which permits fetal erythrocytes 
to escape into the maternal circulation. It might be suggested 
that fetal cells enter the maternal blood in all pregnancies and 
that those Rh negative women who give birth to normal infants 
are incapable of forming antibodies. It is unlikely, however, 
that no more than 3 per cent of Rh negative women are capable 
of such response, and future investigations may disclose some 
heretofore unsuspected precipitating agent. 

Erythroblastosis is rarely found in a first born infant unless 
the mother has had a previous abortion or blood transfusion. 
When it does occur in a first pregnancy the disease is usually 
mild; in the series of over 100 infants with erythroblastosis 
observed at the Chicago Lying-in Hospital there have been 
no fatal cases among those born to untransfused primigravid 
women. If maternal immunization could be produced during 
the course of a single pregnancy and a sufficient concentration 
of antibodies attained to cause a typical immune response in 
the fetus, there would seem to be no reason why erythroblastosis 
should not occur with the same frequency in primigravid as 
in multigravid women. 

Furthermore, if the immunity was initiated by and the mani- 
festations were limited to a single pregnancy it seems most 
improbable, not only that first born infants would escape, but 
that a pathologic lesion identical to that first producing the 
disease, such as a break in placental vessels, would exist in all 
succeeding pregnancies. 

The fact’ that almost all women bear one or more unaffected 
children before giving birth to an infant’ with erythroblastosis 
and that practically all infants born subsequently are affected 
with the disease seems definite evidence that the immunity 
is ordinarily established in the pregnancy preceding the first 
in which erythroblastosis is evident and that once produced it 
is either permanent or is further stimulated by some condition 
inherent in all pregnancies. 

On the basis of the foregoing conclusions it appears that the 
only infants who should escape the disease after the mother 
has once become immune are those who do not possess the 
Rh antigen necessary to complete the antigen-antibody reaction, 
i. e. those who are Rh negative. The three Rh negative children 
observed at the Chicago Lying-in Hospital whose older siblings 
died of erythroblastosis have all been normal. All Rh positive 
children born subsequent to an infant with erythroblastosis have 
had the disease. 

The first such Rh negative infant was the child of a woman 
who had had six previous pregnancies : a normal female in 
1931, abortion at eight weeks in 1933, abortion at six weeks in 
1936, remarriage followed by a normal female in 1937, a normal 
male in 1939 and a stillborn infant with typical erythroblastosis 
in 1942. Anti-Rh agglutinins were present in this woman's 
blood two months after the delivery in 1942. In 1943 a normal 
infant was born in spite of the fact that anti-Rh agglutinins 
were present in the maternal circulation at that time. This last 
child is Rh negative, the mother is Rh negative and the second 
husband is Rh positive. 

The second Rh negative infant was one of twins and has been 
previously reported. The mother was Rh negative, the father 
Rh positive; one twin who was Rh positive died of erythro- 
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blastosis, while the twin who was Rh negative was unaffected. 
No anti-Rh agglutinins were demonstrable at any time. The 
mother had had one previous pregnancy ending in the delivery 
of a yormal child, who was 9 years of age at the time the twins 
were born. This case indicates that an Rh negative infant 
will escape the disease in an environment that is capable of 
producing it in an infant who is Rh positive. 

The third infant is the most important and is the one with 
whom this paper is primarily concerned. We have observed 
previously that, as would be expected, a woman who has had 
an infant with erythroblastosis by one husband will have infants 
with the same disease by another Rh positive husband. We 
believe, however, that if she becomes pregnant by sperm from 
an Rh negative man she may be assured a normal child. 
Artificial insemination by sperm from an. Rh negative donor 
would seem, therefore, a means by which a woman who has 
been immunized to the Rh factor could give birth to a normal 
infant. 

Mrs. A at the age of 31 delivered a female child who was 
normal at birth and who is now alive and well and of blood 
group O Rh+. Three years later she had a spontaneous 
abortion. The following year she again became pregnant and 
gave birth to female twins both of whom exhibited clinical 
evidence of erythroblastosis. Both died, and the diagnosis was 
confirmed at postmortem examination. The blood of the patient 
was found to be A Rh—, the husband O Rh+. The twins 
were not tested. In view of the existence of typical erythro- 
blastosis in these offspring it was considered unwise for her 
to attempt further pregnancies except by insemination with 
semen from an Rh negative man. Approximately one year later 
thg patient was artificially inseminated on the fourteenth and 
sixteenth days of one menstrual cycle and on the thirteenth 
and fifteenth days of the following cycle. She did not conceive 
and two months later was inseminated on the eleventh and 
sixteenth days with sperm from another donor. Two hundred 
and sixty-eight days after the last insemination she gave birth 
to a normal female infant whose blood is A Rh —. The infant 
is now 2 months of age and has had no symptoms of erythro- 
blastosis. 

The fact that a woman may give birth to a succession of 
infants with erythroblastosis by one man and will continue 
to have children with the same disease by another Rh positive 
man, and that a woman who has had infants with erythro- 
blastosis will have a normal child if impregnated with sperm 
from an Rh negative individual, seems further definite proof 
that fetal response to maternal immunity produced by the 
Rh factor is the fundamental cause of erythroblastosis. 


SUMMARY 

Further evidence to support the theory of maternal immuniza- 
tion to the Rh factor as a cause of erythroblastosis lies in the 
fact that an Rh negative woman who had given birth to infants 
with erythroblastosis was successfully impregnated by artificial 
insemination with Rh negative sperm and gave birth to-a 
normal Rh negative infant. 
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Wheat Germ Products Co Little =. N. Y., Sophie R. Gordon, 
M.A., 54 Irving Place, "York 3, N. 
Gorpon’s Wueat GERM. 

Analysis (Submitted by manufacturer) .—Moisture 11. ash 4, 
fat 10.53%, protein 30.20%, fiber 1.95%, carbohydrates 

fiber (by difference) 44.1%, nitrogen-free extract 41. 60%, iron “(Fe) 

0.010%, copper (Cu) 0.003 %, manganese (Mn) 0.008%. 
Calories.—434 per hundred grams, 124 per ounce 
Vitamins.—Thiamine 2.9 mg., riboflavin 0.98 mg. per hundred grams. 
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HAZARDS IN THE SALICYLATE TREAT- 
MENT OF RHEUMATIC FEVER 

Dangers encountered in the administration of large 
amounts of salicylates recently have been reported. 
Salicylates have long been used in the treatment of 
rheumatic fever. Physicians are familiar with the 
astonishing relief the drug gives the stricken child. 
Acutely inflamed joints that are so sensitive that they 
cannot tolerate the weight of the bedclothes soon e@re 
able to resume their normal function after the adminis- 
tration of salicylates. The antipyretic properties of 
the drug are as striking as are the analgesic effects. 

Recently Coburn! advocated the administration of 
large doses of salicylates in acute rheumatic fever. He 
recommended the intravenous administration of 10 Gm. 
of sodium salicylate in 1,000 ce. of 0.9 per cent sodium 
chloride every day for four days. Intravenous medi- 
cation was given slowly over a period of four to six 
hours, so that sufficiently high concentrations of the 
drug in the body could be reached and maintained. 
Plasma salicylate values of 400 micrograms per cubic 
centimeter could be attained by his method. In fact, 
Coburn believed that values of 150 to 200 micrograms, 
easily attained by oral administration of salicylates, 
while providing relief from the acute symptoms of 
rheumatic fever, failed to halt the progress of the 
disease. He contended that serum salicylate values of 
350 micrograms per cubic centimeter or more must be 
maintained if the “rheumatic reaction” was to be held 
in check. Protocols of his small series of cases furnished 
some remarkable results, especially the rapid resolution 
of the acute phases of the disease, as judged by the 
quick return of sedimentation rates to normal and the 
sudden disappearance of clinical signs. Many are not 
in accord, however, with his thesis of the early cur- 
tailment Of the damage inflicted by the “rheumatic 
reaction.” It has been pointed out that sufficient time 
has not elapsed to judge fairly the results of Coburn’s 
treatment. This is particularly true in regard to the 
incidence of mitral. heart disease, pericarditis and pan- 
carditis, common aftermaths of acute rheumatic fever. 
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Large amounts of salicylates cannot be given with- 
out careful clinical observation of the patient. Deaths 
and severe complications from salicylates have been 
recorded.* Patients should be questioned concerning 
any sensitivity to salicylates before the drug is given. 
The appearance of tinnitus, vertigo, deafness, nausea 
or other symptoms should indicate the cessation of fur- 
ther administration of the drug. Hypoprothr« 
has been reported to follow salicylate therapy ;* some 


, have found that adequate amounts of vitamin K * will 


protect against this contingency. 

The whole problem of salicylate intoxication was 
recently studied by Fashena and Walker ® after their 
attention had been drawn to the subject by the obser- 
vation of a patient with salicylate poisoning. They 
studied 6 children, to whom they gave large amounts of 
sodium salicylate by mouth every four hours. Blood 
salicylate levels of 350 micrograms per cubic centimeter 
were maintained throughout the study. Prolongation 
of prothrombin time was found in every instance. _ 

Rheumatic fever often is accompanied by a wide- 
spread vascular damage, thus increasing the hazards 
of hemorrhagic complications after salicylate adminis- 
tration. When adequate amounts of vitamin K are 
given with salicylates, much of the danger of these 
complications may be prevented. Possible hazards in 
the administration of salicylates should be remembered, 
so that unnecessary dangers may be avoided. 


SENESCENCE, SENILITY AND CRIME 

The relation between age and crime is significant 
socially. East’ emphasizes that most magistrates are 
not appointed until they have reached middle age; this 
preponderance of middle age and elderly judges, he 
feels, may be far from desirable in cases involving 
juvenile crime. East quotes a circular in 1936 which 
declared that, “apart from the obvious advantages 
attaching to quickness of hearing and of sight in a 
justice, there is the fact that as time goes on men and 
women justices are apt to lose the freshness of mind 
and sympathy and the up to date knowledge of social 
conditions which are of extreme importance for success- 
ful work in the juvenile courts.” The particular prob- 
lems of the aged or senile person who commits a crime 
deserve special study. Although this report cites 
British figures and British problems, there is ample 
reason to believe that the situation in the United States 
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is in most respects parallel. The trial of aged persons 
by their contemporaries may be unsatisfactory, East 
says. Age itself is not necessarily a true measure of 
senescence, using that word for the normal process 
of growing old, or of senility, used in a sense of abnormal 
mental states which sometimes supervene toward the 
close of life. Consequently special attention should he 
given to the manner of thought and behavior of the 
aged. The onset of normal old age, or senescence, is 
‘a physiologic condition rather than a pathologic state, 
and is therefore difficult to determine its onset. The 
chronologic age is often misleading as an index of the 
onset of this physiologic process: authorities have placed 
it in the early forties, at 55, at 65 and probably at many 
other ages. Most modern students are inclined to agree 
with the late Sir Humphry Rolleston that in healthy 
persons the onset of senescence is so stealthy that it 
is seldom suspected by the person himself. One man 
may be senile at 60 while another is vigorous in both 
mind and body at 80. In criminology the important 
feature of normal senescence is the degree of control 
exerted by the will when directed toward the discour- 
agement of illegal acts which would put the interests 
of the individual ahead of those of society. in general. 
East adds to this the action of the will in encouraging 
activities which are legal and useful to society, however 
strongly they may be opposed to the desires of the 
participant. When the hitherto blameless senescent 
becomes involved in illegal behavior as a result cof 
mental deterioration, he deserves, East says, the fullest 
understanding from those who judge him, and this 
requires insight into the background of his mental life. 

Normal aging passes into senility when the impair- 
ment of intellectual, emotional and volitional attributes 
of mind becomes excessive and the mental activities are 
imperfectly synchronized with resultant inability to form 
well considered opinions, to exert sustained effort and 
when social maladjustment results. The reason senility 
develops in some persons and not in others appears 
to depend, at least in part, on the inherent constitutional 
makeup and the degree of cerebral arteriosclerosis pres- 
ent, on the stresses which they have experienced and 
indirectly on the manner of life. Used in this sense, 
the term senility would be restricted to senile and 
arteriosclerotic dementias. Although aged prisoners 
are generally treated under a milder form of discipline 
than others, the mental background of the offender 
before trial is also important but has received less 
‘attention than is due it. In matters involving criminal 
responsibility in the aged, East says attention must be 


paid not only to the standards of so-called normal ® 


‘persons but also to the conduct and mental condition 
of the senile offender during his younger years. Where 
mental abilities are superior during the prime of life, 
it is especially easy to overlook perceptible degrees of 
‘ deterioration due to age because the offender is com- 
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pared with those of merely average intelligence and 
ability of comparable years. 

Out of a group of 9,197 prisoners of both sexes in 
the prisons of England and Wales recently convicted 
for various offenses, 290 were aged 60 years or over. 
Of these, 71 were first offenders and 194 had been 
previously convicted three times or more. The number 
and proportion of aged persons in the population is 
constantly increasing. Although the incidence of crime 
among the aged and senile will -doubtless vary in 
response to hereditary, social and economic factors as 
well as to age, the problem will doubtless increase more 
or less consistently. Close working contact between 
physicians familiar with the mental problems of aging 
and of the courts is highly desirable in order that the 
cause of justice may be best served for those criminals 


of older years whose actions ‘are affected by senescence 
or senility. 


PARAGONIMIASIS IN RETURNING 
WAR VETERANS 

When patients complain of chronic cough, pain in 
the chest and bloody sputum the physician today con- 
siders tuberculosis, lung tumor and bronchiectasis in 
the differential diagnosis, with lesser consideration to 
blastomycosis and other diseases. To these, in the 
case of men who have been in the tropics and particu- 
larly the Asiatic-Pacific theater, paragonimiasis, or 
endemic hemoptysis, caused by infection with the 
lung fluke Paragonimus westermani, must now be 
added. 

Miller and Wilbur’ have recently reported 3 cases 
in Marines and have seen 4 others. Numerous addi- 
tional cases will no doubt be reported as the disease 
increases and as it is recognized. Paragonimiasis is 
contracted by eating raw or inadequately cooked crabs 
or crayfish, The encysted metacercariae (larval 
worms) so ingested burrow through the jejunum into 
the peritoneal cavity; then they migrate to the lungs 
and sometimes to other parts of the body. Small 
nodular granulomatous lesions are formed about the 
flukes in the walls of the smaller bronchi. The adult 
worms pass ova, which are eliminated with the sputum 
or feces. 

The symptoms are caused by the presence of the 
worms or their ova in the various tissues of the body, 
particularly the lungs and blood vessels, or by second- 
ary infection. The agents act as mild irritants, inducing 
a chronic inflammatory reaction and leading to tubercle- 
like lesions or to thrombosis. Despite these changes 
the physical and x-ray findings may be absent or 
minimal. They may be those of a chronic bronchitis 
or. bronchiectasis. Eosinophilia. is. not a constant 
accompaniment, The diagnosis is made by demon- 
atten the characteristic ova in the sputum or, less 


1. Miller, ie J., and Wilbur, Dwight L.: Paragonimiasis (Endemic 
Hemoptysis), U. S. Nav. M. Bull. 42: 108 (Jan.) 1944, 
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commonly, in the feces. Depending on the number 
and predominant location of the worms and their ova 
elsewhere in the body, extrapulmonary forms of the 
disease have been described. ©These include abdominal, 
cerebral and lymphoglandular forms. Specific treat- 
ment is not now available. 

The chain of infection is precarious because two 
intermediate hosts are required in addition to the 
definitive host. “The ova are passed from the definitive 
host, which is man or some other mammal. The 
larvae, which develop from the ova, enter a specific 
species of snail. After further development the larvae 
enter a crab or a crayfish, from which man may be 
infected. 

Although the life cycle of these lung flukes is com- 
plex, the possibility exists that the infection can be 
established inthis country. The cases need to be 
recognized as early as possible so that careful disposal 
can be made of the sputum. While: this disease does 
not yet rank in importance with filariasis and malaria 
as a problem in veterans returning from the Pacific 
theater, its incidence will probably increase as our 
troops enter the areas in which the disease is more 
prevalent. Because of the insidious onset and the 
chronic course the disease may sometimes make its 
first clinical appearance after the men have left military 
service. In cases of obscure disease of the chest in 
veterans the civilian physician should ‘consider the 
diagnosis of paragonimiasis. 


Current Comment 


THERAPY OF ALCOHOL ADDICTION 


The treatment of chronic inebriety today often 
includes services by the lay therapist, who participates 
in the rehabilitation of the chronic alcoholic addict. 
The qualifications of the lay therapist have become more 
important because many of those who have recovered 
from alcoholism desire to help in the rehabilitation of 
those who are still addicted. The therapy of alcoholism 
is complex ; agreement has not yet been reached as to 
the preferred method or methods of procedure. A 
recently published symposium* on this subject views 
the problem in its various aspects. The prevention of 
inebriety is considered by Abraham Myerson, who 
suggests that the prevailing social attitudes toward the 
chronic drinker must be altered through education and 
social propaganda. The aversion method recognized 
as an application of the conditioned reflex is the subject 
of an important critique by Professor Carlson. The 
theory of the allergic nature of alcohol addiction is 


analyzed and dismissed by Dr. Haggard. An attempte 


is made to establish an alcoholic personality. Other 
papers in the symposium include discussions of the 
relation between the alcoholic patient and the physician, 
the contribution of the minister to the treatment of 
_ the alcoholic addict and the therapeutic role of Alco- 


1. Quart. J. Stud. on Alcohol 5: 185 (Sept.) 1944. 
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holics Anonymous from the point of view of a sociolo- 
gist. The physician, the sociologist, the judge, the 
minister and the psychologist will all find this sympo- 
sium the source of invaluable information in their deal- 
ings with the important and growing problem of the 
chronic inebriate. 


SOME FACTS ABOUT TSUTSU- 
GAMUSHI DISEASE 

Recent studies indicate that typhus-like fevers in 
Asiatic and Australasian regions are closely related to 
if not identical with the Japanese tsutsugamushi disease. 
Farner and Katsampes' have made a comprehensive 
and timely review of the history, nature and etiology, 
distribution, variations and nomenclature of the disease. . 
Tsutsugamushi is “the Japanese pronunciation of two 
Chinese idiographs meaning small creature, which, 
according to early Chinese literature, caused disease by 
boring into the human body.” ! Japanese investigators 
showed that the disease is transmitted by the bite of 
chiggers (larval trombiculid mites), which causes a char- 
acteristic lesion of the skin. The typhus-like infections 
included by Farner and Katsampes under tsutsugamushi 
disease appear to be caused by mite borne rickettsias. 
Rickettsia tsutsugamushi is the accepted name for the 
Japanese strain; its relationship to other strains is 
under study. The reservoirs or natural hosts of these 
rickettsias are animals, particularly rats, field mice, 
possibly certain birds, and the field vole. Damp ground 
covered by dense grass and shrubbery undoubtedly 
favors the development of the larval mites. Farner 
and Katsampes conclude that “provisionally it seems 
best to assume that tsutsugamushi disease ‘is primarily 
a widespread disease of several (or many) species of 
vertebrate animals in Asia and Australasia, transmitted 
by certain trombiculid larvae and contracted accidentally 
by humans in contact with habitats containing the mite 
larvae.” As shown by recent reports, the infection is 
of immediate concern in the Pacific warfare? and has 
been found to occur in places where it was unknown 
or unsuspected. The wide spread of mite borne rickett- 
siosis, variations in the factors concerned and in clinical 
manifestations, and the unavoidable lack of close coop- 
eration on the part of early investigators have led to 
great confusion in the terminology of the disease. Far- 
ner and Katsampes list some fifty-five names used in 
writings about the fevers now included under tsu- 
tsugamushi disease. Of these names rural, tropical or 
scrub typhus, typhus group, Mossman fever and 
tsutsugamushi disease have been used by English writ- 
ers. The establishment of the etiology of this disease 
or group of related diseases has brought with it effective 
methods of prevention. Personal protection consists in 
the avoidance of bites by mites. The epidemic described 
by Logue ? was controlled by thorough cleaning of camp 
sites of grass, shrubbery and rubbish, destruction of 
rodents, and individual protection, including the thor- 
ough application of dimethyl phthalate. 


1. Farner, D. 


S., and P.: Tsutsugamushi Disease, 
M. Bull. 43: 800 (Oct.) 1 bee 


2. Logue, J. B.: Scrub Typhas: lil Epidemic in the South- 
west Pacific, U. S. Nav. M. Bull. 43: 645 (Oct.) 1944; Ahlm, C. E., and 
Tsutsugamushi Fever in the Southwest 
J. A. M. A. 124: 1095 (April 15) 1944, 
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ARMY RECONDITIONING BASED ON 
INDIVIDUAL NEEDS 


More than 100,000 sick and wounded are now participating 
in the Army’s reconditioning program, in which emphasis is 
focused on the individual soldier’s own interests, his likes or 
dislikes, talents and background. Mass regimentation is out. 
Col. Augustus Thorndike is in charge of the reconditioning 
Division of the Office of the Surgeon General, which was 
created in July 1943. It is his belief that reconditioning is a 
new technic in modern military medicine. 

The reconditioning program is divided into three broad gen- 
eral phases: physical reconditioning, educational reconditioning 
and occupational therapy. The physical reconditioning phase 
embraces a scientifically planned schedule of activities, includ- 
ing remedial exercises, bed calisthenics, sports and games, gym- 
nastics, combatives, guerrilla exercises, marching and running. 
All are designed to retard bodily deterioration during the early 
stages of convalescence and later to restore the strength, endur- 
ance and coordination which go into the makeup of an efficiently 
performing soldier. Educational reconditioning is intended to 
augment the medical and surgical cures or repairs with a varied 
list of subjects which will stimulate the minds of men com- 
pelled to lie for weeks or months in a hospital bed, to forestall 
the mental depression setting in with idleness. Occupational 
therapy, like the bed exercises and educational activities, starts 
as soon as the patient is physically able. The mild exercise 
and mental relaxation of constructive work by bedridden patients 
has been found to speed up their recovery beyond the rate 
accomplished by medical care. 

Through the efficient functioning of the Medical Division, the 
Preventive Medical Service and other branches of the Army 
Medical Department, the Army has reduced the death rate from 
disease to a figure that is lower than that for any of the ten 
peacetime years preceding our entrance into the war. The 
Surgical Service has established a new record in military history 
by saving the lives of 97 per cent out of every hundred wounded 
men who reach a hospital alive. 

In the same way this latest undertaking of. the Medical 
Department, the Reconditioning Division, has reached the point 
where 12,000 officers and enlisted patients are returned to active 
duty every week. 


PLAN TO INCREASE BED CAPACITY 
OF ARMY HOSPITALS 


Major Gen. George F, Lull, deputy surgeon general, recently 
announced that plans are nearing completion to increase the 
bed capacity of the Army’s general and convalescent hospital 
system by 70,000 to care for the additional sick and wounded 
soldiers returned from overseas. At present the rate of evacua- 
tion of casualties to this country is more than 30,000 each 
month, as compared with the first six months of 1944, when the 
total was approximately 9,000 a month. One means of provid- 
ing the additional facilities has been the temporary conversion 
of four station hospitals to the general and convalescent type. 
They will be known as U. S. Army general hospitals but not 


as name general hospitals. These are located at Camp Edwards, 


Falmouth, Mass.; Camp Pickett, Blackstone, Va.; Camp Butner, 
Durham, N. C., and Camp Carson, Colorado Springs, Colo. 
Another feature of the program will be the expansion of some 
convalescent hospitals in several of the service commands. 
After a soldier has been treated at. the general hospital which 
specializes in his particular type of injury, the Army will trans- 
fer him to a convalescent hospital. There reconditioning treat- 


ment speeds his recovery. This procedure also makes available 
more general hospital beds for the more serious cases. In 


addition to the four named, the list of expanded installations 
includes Camp Upton Convalescent Hospital, Yaphank, L. I., 
N. Y.; Fort Story Convalescent Hospital, Virginia Beach, Va.; 
Welch Convalescent Hospital, Daytona Beach, Fla.; Wakeman 
General and Convalescent Hospital, Camp Atterbury, Ind.; 
Percy Jones General and Convalescent Hospital, Battle Creek, 
Mich.; Mitchell Convalescent Hospital, Campo, Calif., and Old 
Farms Convalescent Hospital, Avon, Conn. 


MAJOR GENERAL HAWLEY PAYS TRIBUTE 
TO ARMY NURSE CORPS 

Major Gen. Paul Hawley, chief surgeon of the European 
theater of operations, recently paid high tribute to the Army 
Nurse Corps on its forty-fourth anniversary, stating that “one 
of the most glorious pages in the history of the Army Nurse 
Crops is being written today. Magnificent is the one 
word that describes the job they are doing.” 

In commenting on the serious shortage of nurses which exists 
not only in hospitals overseas but at installations within the 
United States as well, General Hawley pointed out that the 
critical lack of nurse reinforcements has forced, the Medical 
Department three times to reduce the number of nurses stationed 
with each hospital. In 1940 there were 120 nurses to a 1,000 
bed army general hospital; in 1943 the number was cut to 105 
and in 1944 to 83. At the same time the hed capacity of many 
hospitals has been increased, with 1,000 bed hospitals carrying 
an average load of 1,300 patients each. Nurses who have been 
overseas for more than two years are working twelve, often as 
long as sixteen, hours a day. “The army nurse is a good 
soldier ; she asks no favors. But she is becoming tired. There 
is only one solution: we must have more nurses,” General 
Hawley stated. 


SUDDEN TOOTHACHE DURING HIGH 
ALTITUDE FLYING 


Sudden toothache occurring during high altitude flying is a 
serious personnel problem for the Army Air Forces, according 
to a recent article by Drs. Balint Orban and Beryl T. Richey 
in the Journal of the American Dental Association. Two out 
of every hundred cadets and officers given altitude training may 
experience such severe pain that their only thought is of imme- 
diate and rapid descent. They found that recently placed fill- 
ings in deep cavities are most likely to cause trouble. A dis- 
eased tooth which might not cause pain on the ground for a 
period of years was affected by a drop in the barometric pres- 
sure. Low temperature in high altitude flying is a negligible 
factor in pain. The article states that “pain during ascent indi- 
cates a tooth with a vital pulp, pain during descent a tooth 
with nonvital pulp; the sooner the pain starts during ascent the 
more acute the inflammation in the tooth is apt to be.” 


UNIVERSITY OF ILLINOIS EVACUATION 
HOSPITAL IN GERMANY 

The University of Illinois Evacuation Hospital (the 27th) is 
now stationed with the Seventh Army in Germany. Moved 
from a camp in Kentucky to Africa, then to Italy, then southern 
France and on north, the unit moved up close behind the battle. 
lines of the Seventh Army onto German soil. It has won three 
battle stars for service in three countries. The hospital is a 
750 bed unit whose total personnel, including patients, ranges 
between 1,300 and 2,000. The hospital unit is staffed largely 
by faculty men and alumni of the university’s colleges in 
Chicago. 
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ARMY AWARDS AND COMMENDATIONS 


Major Morris Grayson 

The Bronze Star was recently awarded to Major Morris 
Grayson, formerly of Long Island, N. Y., for his work on 
malaria control at the base of his unit during the spring and 
summer of 1944. Situated in a highly malarial district, it was 
estimated by medical officers that a malarial rate of a minimum 
of 40 per cent of the group’s personnel would result at the 
unit's base unless the prevailing conditions in the area could be 
remedied. Major Grayson volunteered to supervise the task of 
completing a comprehensive preventive program of draining 
swamplands, clearing vegetation, spraying stagnant waters and 
educating the group’s personnel on individual methods of com- 
bating malaria. This preventive work was accomplished so 
successfully over an area of 16 square miles that less than 1 per 
cent of the group’s personnel contracted malaria during 1943. 
The citation accompanying the award states that, “after volun- 
teering to take charge of the malaria control program, he entered 
into every phase of the task and by his example kept his men 
at a peak of efficiency. Through his devotion to duty, unfail- 
ing efforts in the face of all difficulties and outstanding efficiency, 
Major Grayson has thus reflected great credit on himself and 
on the armed forces of the United States of America.” Dr. 
Grayson graduated from the University of Lausanne Medical 
School, Switzerland, in 1937 and entered the service in Novem- 
ber 1938. 

Colonel Karl R. Lundeberg 

The Legion of Merit was recently awarded to Col. Karl R. 
Lundeberg, formerly of Washington, D. C., for “service from 
January 1941 to November 1944 in initiating and supervising 
the development of new methods for the improved control of 
communicable diseases in the Army, with particular reference 
to the development of the present program for vaccination 
against infectious diseases and to the general control of infec- 
tious diseases among troops. To these developments in preven- 
tive medicine in the Army he has contributed original ideas and 
direction. A tireless worker with a great fund of knowledge 
and experience, he has been responsible for many of the impor- 
tant advances in modern military preventive medicine.” Dr. 
Lundeberg graduated from the University of Minnesota Medical 
School, Minneapolis, in 1926 and entered the service Feb. 24, 
1930. 

Major Paul Ehrlich Kaunitz 

The Bronze Star was recently awarded to Major Paul E. 
_Kaunitz, formerly of New York, for “meritorious service in 
connection with military operations against the enemy as S-3, 
68th Medical Group, from Dec. 10, 1943 to Sept. 21, 1944 in 
England, France and Belgium. Prior to D day Major Kaunitz 
demonstrated unusual “ability in training the personnel and 
integrating the functions of his group’s various units into a 
highly efficient organization. During operations on the conti- 
nent Major Kaunitz ably coordinated and controlled an effective 
evacuation system which transported thousands of battle casual- 
ties out of battle areas to medical installations.” Dr. Kaunitz 
graduated from New York University College of Medicine, 
New York, in 1938 and entered the service May 1, 1941. 


Captain Maurice S. Raben 

The Soldier’s Medal was recently awarded to Capt. Maurice 
S. Raben, formerly of Port Chester, N. Y. The citation read 
that “at Harvard Army Airfield, Harvard, Neb., on Oct. 24, 
1944 an army airplane crashed and burst into flames and its 
practice bombs exploded. With complete disregard for his own 
safety he twice entered a compartment of the burning aircraft, 
searching for members of the crew thought to be trapped in the 
wreckage. In the performance of these acts he sustained first 
degree burns.” Dr. Raben graduated from New York Univer- 
sity College of Medicine, New York, in 1941 and entered the 
service Oct. 14, 1942. 


Captain Frank R. Hill 
Capt. Frank R. Hill, formerly of Cleveland, was the recent 
recipient of the Bronze Star “for meritorious service in con- 
nection with military operations against the enemy as neuro- 
surgeon, 45th Evacuation Hospital, semimobile, from June 17, 
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1944 to Aug. 1, 1944 in France. Captain Hill performed 
numerous skilful operations on wounded soldiers, often working 
for twenty-four hour periods without rest or relief, thereby 
saving the lives of many American soldiers. The surgical 
judgment and operative technic displayed by Captain Hill were 
of the highest order and reflect credit on himself and the 
military service.” Dr. Hill graduated from New York Univer- 
sity College of Medicine, New York, in 1931 and entered the 
service Sept. 12, 1942. 


Colonel Alfonso M. Libasci 

Col. Alfonso M. Libasci, formerly of Brooklyn, was recently 
awarded the Bronze Star for “meritorious service in planning 
medical activities in support of the first Philippine operation.” 
Dr. Libasci has also been awarded the Legion of Merit (THE 
Journat, Sept. 16, 1944, p. 176). He graduated from Long 
Island College of Medicine, Brooklyn, in 1931, was commis- 
sioned as a first lieutenant in the medical reserve corps in 1933 
and was transferred to the regular army in 1934. 


Captain Frank J. Lavieri 
Capt. Frank J. Lavieri, formerly of Chicago, was recently 
awarded the Bronze Star for meritorious achievement in action 
in Normandy with a paratroop unit, and the Presidential Unit 
Citation, awarded to all members of his paratroop group among 
the first to land in Normandy on D day. Dr. Lavieri graduated 
from the University of Illinois College of Medicine, Chicago, 

in 1930 and entered the service Oct. 31, 1942. 


Lieutenant Colonel James E. Jobes 

Lieut. Col. James E. Jobes, formerly of Indianapolis, was 
recently awarded the Bronze Star for his services as surgeon 
in the European theater of operations. Major Gen. Paul R. 
Hawley, chief surgeon of the European theater of operations, 
made the presentation. Dr. Jobes graduated from Indiana Uni- 
versity School of Medicine, Indianapolis, in 1929 and entered the 
service Jan. 17, 1941, 


Major Merrill Moore 


Major Merrill Moore, formerly of Squantum, Tenn., was 
recently awarded the Bronze Star by Major Gen. O. W. Gris- 


.wold, commanding general of the 14th Army Corps, “for meri- 


torious achievement in connection with military operations 
against the enemy in the Southwest Pacific.” Dr. Moore gradu- 
ated from Vanderbilt University School of Medicine, Nashville, 
in 1928 and entered the service May 22, 1942. 


Captain Sidney Hershel Mirbach 
Capt. Sidney H. Mirbach, formerly of Bethlehem, Pa., was 
recently awarded the Bronze Star for “distinctive service in 
connection with military operations against the enemy from 
July 25 to July 30, 1944.” Dr. Mirbach graduated from Jeffer- 
son Medical College of Philadelphia in 1937 and entered the 
service in November 1943. 


Captain Harold J. Stoen 

Capt. Harold J. Stoen, formerly of Lafayette, Ind., was 
recently commended by the commanding general of the 13th 

. A. F. for his “courageous actions” during an attack by 
Japanese bombers, when “without thought of self” he left his 
place of shelter to aid his men. Dr. Stoen graduated from 
Rush Medical College, Chicago, in 1936 and entered the ser- ‘ 
vice in July 1942, 

Captain Robert V. Carter 

The Air Medal with two oak leaf clusters, Presidential Unit 
Citation, and Croix de Guerre with palm were recently awarded 
to Capt. Robert C. Carter, formerly of Tarzana, Calif. Dr. 
Carter graduated from the University of Illinois College of 
Medicine, Chicago, in 1936 and entered the service Oct. 15, 1942. 


Captain Joseph A. Kurcz 
The Bronze Star was recently awarded to Capt. Joseph A. 
Kurcz, formerly of Detroit, for outstanding service in Belgium. 
Dr. Kurez graduated from the University of Michigan Medical 
School, Ann Arbor, in 1929 and entered the service Nov. 6, 1942. 
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NAVY 


NONMEDICAL VENEREAL DISEASE 
CONTROL OFFICERS 


The Navy Department recently announced the plans for imme- 
diate procurement of fifty nonmedical venereal disease control 
officers. Candidates for commissions will be considered from 
civilian life as well as from the ranks of officers and enlisted 
men. Under Special Program No. 166 of the Bureau of Naval 
Personnel, these officers will be assigned to various naval activi- 
ties to conduct educational programs in venereal disease control 
under the direction of the activity’s medical officer. These men 
will act as liaison officers with civilian health authorities in 
the area to which they are assigned, establish community rela- 
tions, lecture on the causes of venereal diseases and how to 
avoid them, assisted by such visual aids as motion pictures and 
slides, and keep statistical records on venereal disease control 
work in their respective districts. They will not administer 
actual treatment. 

Male civilians up to the age of 45 years who are interested 
and feel qualified for this work may apply at their nearest office 
of naval officer procurement. If accepted, they will be com- 
missioned in a rank comparable with age, with the maximum 
rank of lieutenant. 

Qualifications are as follows: 


1. Applicants should possess the general qualifications for 
officers as outlined in the Officer Qualifications Manual, and in 
addition one of the following: 


(a) A college degree in any of the basic sciences, public 
health administration, health education, sociology, psychology 
or related fields, and at least one year of practical experience 
in venereal disease control with the U. S. Public Health Service, 
state and local health departments, the Division of Social Pro- 
tection (Federal Security Agency), the U. S. Army, the Ameri- 
can Social Hygiene Association and affiliates, the National 
Tuberculosis Association and affiliates or any recognized volun- 
teer agency of comparable caliber. 

(b) A college degree and at least three years of practical 
experience in some phase of public health work with one or 
more of the organizations specified. 

(c) In lieu of a college degree, a minimum of two years of 
college credits normally leading to a degree, plus (1) at least 
three years of practical experience in some phase of public 
health work, one year of which must have been in venereal 
disease control, or (2) at least four years of experience in one 
or more of the following fields: health education with public, 
private or voluntary agencies; newspapers, advertising or public 
relations work; community or trade organizations, home demon- 
stration or extension work, or adult education. 

With regard to physical requirements, consideration to grant- 
ing waivers for physical defects will be given candidates whose 
deficiencies are not such as to interfere with the performance 
of duty. Desirable candidates should be those who appreciate 
the necessity of venereal disease control, who would be inter- 
ested in helping establish proper preventive measures and who 
would be able to express themselves before groups. 


AWARDS AND COMMENDATIONS 


NAVY 


Lieutenant (jg) Laurie Willard Higgins 

The Silver Star was recently awarded to Lieut. (jg) Laurie 
Willard Higgins, formerly of San Diego, Calif. The citation 
read “for conspicuous gallantry and intrepidity while serving 
with the First Marine Division on Cape Gloucester, New 
Britain, Jan. 8, 1944. Traveling almost a mile through constant 
sniper fire in answer to a call for help from a friendly con- 
tingent, Lieutenant, Junior Grade, Higgins courageously admin- 
istered expert medical aid to the wounded despite the presence 
of snipers, shielding the injured men from further casualty with 
his own body. Later he advanced to the battalion observation 
post, where he rendered urgently needed assistance to wounded 
men in the face of extremely heavy mortar and sniper fire until 
it was necessary for him to return to base. Then, organizing 
his party, he daringly led it through a sniper infested route to 
his battalion aid station. By this valiant conduct, outstanding 


professional skill and disregard for personal safety, Lieutenant, 
Junior Grade, Higgius contributed materially to the saving of 
many lives and his actions throughout were in keeping with the 
highest traditions of the United States Naval Service.” Dr. 
Higgins graduated from the University of Michigan Medical 
School, Ann Arbor, in 1942 and entered the service July 8, 1943. 


Lieutenant (jg) William J. Waters 

Lieut. (jg) William J. Waters,. formerly of Syracuse, N. Y., 
was recently commended by the commander, U. S. Naval Forces 
in Europe. The letter of commendation read: 

“Your performance of duty on July 8, July 18 and July 21, 
1944, when the base to which you were attached was attacked 
and partially destroyed by flying bombs, has come to my atten- 
tion. 

“Your assumption of responsibility in the evacuation of casual- 
ties and in the immediate treatment of the injured was exem- 
plary and did much to alleviate the suffering. 

“For your outstanding initiative and unusual sense of respon- 
sibility, you are hereby commended. 

“A copy of this letter will be forwarded to the Chief of Naval 
Personnel to be filed in your official record.” 

Dr. Waters graduated from Syracuse University College of 
Medicine in 1942 and entered the service in June 1943 


Lieutenant Ralph Emile Kirsch 

Lieut. Ralph E. Kirsch, formerly of Safety Harbor, Fla., 
was recently commended “for exceptional services as flight sur- 
geon attached to Photographic Squadron 4 operating in the 
Pacific Area from May to September 1944. Voluntarily par- 
ticipating in hazardous flights over heavily defended enemy 
targets in the interest and advancement of aviation medicine, 
Lieutenant Kirsch made and recorded valuable observations 
under fire and, by the special technics of his own devising, 
demonstrated the important physiologic changes brought about 
by such flight circumstances. Lieutenant Kirsch’s splendid 
initiative and expert professional skill in obtaining vital scien- 
tific data in the face of grave personal danger were in keeping 
with the highest traditions of the United States Naval Service.” 
Dr. Kirsch graduated from the University of Chicago School of 
Medicine in 1939 and entered the service Feb. 22, 1943. 


Lieutenant Thomas Edward Bailly Jr. 

The Navy and Marine Corps Medal was recently awarded 
to Lieut. Thomas E. Bailly Jr., formerly of San Francisco. 
The citation read “for heroic conduct in rescuing a seaman 
from drowning at Tutuila, Samoa, on July 22, 1943. Hearing 
cries for help from a man who had been caught in a riptide 
and swept beyond the reef, Lieutenant (then Lieutenant, Junior 
Grade) Bailly unhesitatingly dashed into the water and, com- 
pletely disregarding his own safety and the difficult conditions - 
attendant on such an attempt, courageously swam to the 
exhausted helpless man and returned him close enough inshore 
to permit a life line to reach them. Lieutenant Bailly’s splendid 
initiative and unselfish efforts at great personal risk saved the 
life of his comrade and were in keeping with the highest tradi- 
tions of the United States Naval Service.” Dr. Bailly gradu- 
ated from the University of California Medical School, San 
Francisco, in 1940 and entered the service Dec. 21, 1942. 


Lieutenant Joseph M. Foley 

The Bronze Star was recently awarded to Lieut. Joseph M. 
Foley, formerly of Dorchester, Mass. The citation accompany- 
ing the award read “for meritorious performance of duty as a 
company medical officer of the Second Beach Battalion during 
the assault on France, June 6, 1944. Lieutenant Foley under 
heavy gunfire repeatedly exposed himself to administer to the 
wounded and, without regard for his personal safety, supervised 
the evacuation of wounded from his section of the beach. His 
courage and devotion to duty were an inspiration to all officers 
and men having contact with him. The skill and professional 
ability displayed by Lieutenant Foley under most trying con- 
ditions were in keeping with the best traditions of the United 
States naval service.” Dr. Foley graduated from Harvard 
Medical School, Boston, in 194) and entered the service Feb. 
22, 1943. 
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MISCELLANEOUS 


MILITARY DEATH LOSSES 


According to the statisticians of the Metropolitan Life Insur- 
ance Company, New York, military death losses in action for 
all belligerents during 1944 probably exceeded 2 million. They 
estimate that the battle toll of the Axis countries was about 
114 million, while the Allies lost considerably less than a million 


men. The year 1944 was the third in succession in which the. 


military death toll approached or exceeded the 2 million mark 
and the fourth in succession ‘in which the year’s toll was on a 
scale comparable to the annual losses in the first world war. 
American battle losses last year, estimated at 145,000, were 
the greatest ever suffered in any year in our entire history. 
This estimate is based on official reports and includes allow- 
ances for deaths among the wounded and missing as well as 
for the inevitable delay in the receipt of death reports. 

While the aggregate losses for all belligerents were about 
equal in the past two years, our losses last year were about 
five times as many as in 1943 and more than three times as 
many as in the whole twenty-five months from Pearl Harbor 
to the end of 1943. On the Western front alone our losses in 
1944 exceeded our total for all of the first world war. How- 
ever, the maximum monthly rate reached in December 1944 was 
about the same as the monthly peak of the first world war in 
October 1918, when 19,000 of our men were killed in action. 
More than four fifths of American losses during 1944 were in 
the Army, and losses among the Marines, mainly in Pacific 
area land fighting, accounted for about half of the Navy’s total. 
Considering the scale of fighting by our fleet last year, the 
battle toll among ship personnel was relatively small. 

Japan admitted that 168,000 of her men were killed and 
wounded in 1944, but compilation of figures covering the various 
operations in the Pacific and East Asia indicates that her 
death losses actually were upward of 350,000 and may have 


exceeded 400,000. The sinking of troop transports and barges . 


accounted for a significant proportion of this total, while her 
naval personnel lost heavily, particularly in the two major 
battles of the Philippine Sea. 

~The Germans have been completely silent for more than two 
years past regarding their current losses. On the Russian front, 
where most of these were sustained, their combat deaths prob- 
ably equaled or exceeded those of the Russians. From a careful 
review of the events on all Germany’s fighting fronts a con- 
servative estimate of her death toll in action in 1944 would be 
800,000 men. Various higher estimates published on German 
losses must be viewed in the light of the fact that Germany has 
increasingly used nationals of conquered territories in her 
armies and has ruthlessly sacrificed them. 

The statisticians place Russian battle losses in 1944 around 
550,000 men. With Russia continuing to bear the brunt of land 
action against the Nazis last year, the scale and tempo of the 
fighting, as well as the bitter struggles for key areas such as 
Warsaw and Budapest, exacted a heavy toll in the aggregate. 
Much of Russia’s gains last year, however, represented territory 
yielded by the Germans with little more than rear guard fight- 
ing, and these cost the Russians relatively few battle casualties. 

The operations of British Empire forces increased greatly 
during 1944 on the Western front, the Mediterranean area, in 
Burma and in the air over Europe, the statisticians point out. 
The British navy contributed greatly also to the naval protec- 
tion of the Atlantic sealanes and the invasion breach heads in 
France. These far flung actions cost the empire an estimated 
125,000 men. At least two thirds of these were from Britain. 

The aggregate losses last year among the other allies were 
considerable, with 10,000 to 15,000 Frenchmen killed in action 
on the Western front and in other operations. In the Allied 
total are included many thousand dead in the various contingents 
of Yugoslavs, Norwegians, Dutch, Belgians, Greeks, Poles and 
Czechs fighting on our side in Europe, while the Chinese may 
have lost as many as 50,000 men in the fighting in Burma and 
in China itself. 

Battle losses of the former Axis satellites last year probably 
reached 100,000. The greater part was borne by Rumanian 
troops in southern Russia, in the Crimea and in the final 
engagements ieading to their surrender. Hungary lost about 
half as many as Rumania, largely during the Russian invasion. 


MEDICAL ADVISORY GROUP TO 
THE ADMINISTRATOR OF 
VETERANS’ AFFAIRS 

Brig. Gen. Frank T. Hines, administrator of veterans’ affairs, 
recently announced the names of fourteen members of the special 
medical advisory group to the administrator of veterans’ affairs. 
When it is completed, the group is planned to have fifteen 
members. Those who have accepted the invitation to serve in 
this group are Dr. George Morris Piersol, Philadelphia; Dr. 
Roy D. Adams, Washington, D. C.; Dr. John Alexander, Ann 
Arbor, Mich.; Dr. J. Burns Amberson Jr., New York; Dr. 
George E. Bennett, Baltimore; Dr. William F. Lorenz, Madi- 
son, Wis.; Dr. Frederick W. Parsons, New York: Dr. Oliver 
H. Perry Pepper, Philadelphia; Dr. Irvin Abell, Louisville, 
Ky.; Dr. Alfred W. Adson, Rochester, “Minn.; Dr. W. Edward 
Chamberlain, Philadelphia; Dr. John S. Coulter, Chicago; Dr. 
Malcolm T. MacEachern, Chicago, and Capt. Erik G. Hakans- 
son, Bethesda, Md. General Hines stated that this group will 
guide him in establishing policies and in solving the many 
perplexing problems that face the administration in the exami- 
nation and treatment of thousands of young veterans who are 
being hospitalized from this war. One of the primary prob- 
lems is securing and training the highly qualified professional 
and subprofessional personnel needed to care for the increased 
number of hospital patients and expanding outpatient group 
coming to the Veterans Administration. Their services are also 
expected to be invaluable in outlining and assaying research 
work in war medicine and making recommendations as to the 
desirability of resuits for incorporation in clinical and thera- 
peutic practices in veterans’ hospitals. This phase of their work 
will include important decisions as to the extent to which teach- 
ing and research activities should be expanded in the Veterans 
Administration. 


MELLON HOME MAY BE CLUBHOUSE 
FOR WOMEN OFFICERS 


The home in Washington, D. C., of the late Andrew W. 
Mellon, former Secretary of the Treasury, may be converted 
into a home and club house for women officers in the medical 
departments of the armed forces, according to Mrs. Norman T. 
Kirk, wife of the surgeon general of the Army and president 
of the Medical Women Army and Navy Club. The home is 
the property of Stanley McCormick of Chicago and is now 
occupied by the British Ministry of Aircraft Production. An 
offer to purchase the five story house has been made by the 
club. The club is designed to provide hotel accommodations 
and recreational facilities for army and navy nurses and women 
doctors. The club has the sponsorship of General Kirk and 
Vice Admiral Ross T. McIntire, surgeon general of the Navy. 
Wives oi cabinet members and Army and Navy leaders serve 
on the board of the club. . 


PRISONERS OF WAR 

The State and War departments recently announced that to 
effect a further exchange with Germany of seriously sick and 
wounded prisoners of war eligible for repatriation under the 
Geneva Convention the T. M. V. Gripsholm is en route to 
Marseilles. Included in the group for exchange will be a 
number of German civilians in the custody of the United States 
and Mexico to be repatriated in exchange for United States 
nationals and nationals of certain other American republics. The 
last exchange took place in September 1944. The Gripsholm 
will return to New York in late February. As soon as the 
identity of the repatriates has been established beyond possi- 
bility of a doubt, the next of kin of American personnel will 
be notified. ‘ 


DR. FRIDGEIR OLASON AND FAMILY 
LOST AT SEA 


Dr. Fridgeir Olason of Reykjavik, Iceland, lost his life when 
the boat on which he was returning home last November was 
torpedoed by a German U-boat. He was a passenger on the 
Godafoss, sunk in Icelandic waters with a loss of twenty-four 
lives. His wife and three children also were lost. Dr. Olason 
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received his M.D. degree from the University of Iceland in 
1938. He then served as a public health physician in a rural 
district in Iceland. In 1942 he came to Vanderbilt University 
School of Medicine, Nashville, Tenn., where the degree of 
master of public health was conferred on him in 1943. He then 
went to Harvard Medical School, Boston, where he completed 
work for the degree of doctor of public health, the degree being 
awarded posthumously Nov. 28, 1944. His wife was also a 
physician and worked in the county health department. 


TWO CHURCHES’ FINANCE MEDICAL 
UNIT FOR ITALY 


Provided with funds from the Congregational Christian and 
Unitarian churches, the first privately financed American. medi- 
cal unit organized to aid war stricken Italians will be ready 
for action in a few months. Dr. Elmer L. Sevringhaus, pro- 
fessor of medicine at the University of Wisconsin, recently dis- 
closed that the two denominations have allocated $100,000 for 
the unit and promised “additional funds when needed.” The 
unit will include eight physicians, two dentists, two laboratory 
technicians, one dietitian and two executive officers. Dr. 
Maurice B. Visscher of the University of Minnesota is aiding 
Dr. Sevringhaus in organizing the unit. 

The purpose of the mission will be to study control of epi- 


demics and the spread of tuberculosis among undernourished 


people, as well as diseases of underfed children, 


RUSSIAN WAR RELIEF, INC. 


Almost $23,000,000 in cash and goods was contributed by the 
American people during 1944 to Russian War Relief, making 
a total of $46,246,240 received by the agency since its inception 
a little more than three years ago. Eugene D. Kisselev, Soviet 
consul general, recently expressed the appreciation of his govern- 
ment and people for America’s aid through Russian War Relief. 
Mr. Edward C. Carter is president of Russian War Relief, Inc. 
(5 Cedar Street, New York 5). 


HOSPITALS NEEDING INTERNS 
AND RESIDENTS 


The following hospitals have indicated to the Council on 
Medical Education and Hospitals that they have not completed 
their house staff quota allotted by the Procurement and Assign- 
ment Services: 


(Continuation of list in Tue Journat, February 17, page 404) 


CALIFORNIA 
Mount Zion Hospital, San Francisco. Capacity, 193; admissions, 
5,333. Dr. J. A. Katzive, Director (resident—roentgenology, dis- 
qualified for military service). 


NEW JERSEY 
St. Francis Hospital, Trenton. Capacity, 355; admissions, 8,795. 
Sister M. Regulata, R.N., Superintendent (interns, residents). 
North Hudson Hospital, Weehawken. Capacity, 191; admissions, 
2,938. Dr. J. Lawrence Evans, Administrator (interns). 


NEW YORK 

Wyoming County Community Hospital, Warsaw. Capacity, 142; 
admissions, 2,581. Dr. C. F. Mignin, Superintendent (residents— 
mixed service, July 1). 

OHIO 

Deaconess Hospital, Cincinnati. Capacity, 198; admissions, 4,399. 
Mr. William H. Frersing, Superintendent (2 interns, July 1; 2, 
August 1). Lima Memorial Hospital, Lima. Capacity, 182; admis 
sions, 5,300. Mr. Leslie O. Fonkalsrud, Administrator (3 interns, 
July 1). 

PENNSYLVANIA 

Hahnemann Hospital, Philadelphia. Capacity, 616; admissions, 10,548. 
Dr. R. W. Plummer, Medical Director (residents—medicine, surgery, 
pediatrics, anesthesia, disqualified for military service). 


TEXAS 
Methodist Hospital, Dallas. Capacity, 225; admissions, 8,193. 
Dr. C. W. Sen h, Medical Director (interns, residents, now 


and July 1). 
St. Paul’s Hospital, Dallas. Capacity, 300; admissions, 12,444. 
Sister M. Antonia, R.N., Superintendent (interns, resident, now 


and July 1). 
WISCONSIN 
Luther Hospital, Claire. Capacity, 176; admissions, 4,006. 
Mr. N. E. Hanshus, Manager (interns, March 15 to July 15). 
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WARTIME GRADUATE MEDICAL MEETINGS 

The following subjects and speakers for Wartime Graduate 
Medical Meetings have just been announced : 

Induction Center, Grand Central Palace, New York: Clinical 
Implications in the Newer Knowledge of the Shock Syndrome, 
Dr. Samuel Standard, March 2; Early Diagnosis of Syphilitic 
Heart Disease, Dr. Edwin P. Maynard Jr., March 9 (to be 
repeated March 16); Report on Anesthesia Practice in the 
Present War, Dr. E. A. Rovenstine, March 23. 

Newton D. Baker General Hospital, Martinsburg, W. Va.: 
Penetrating Wounds of the Abdomen, Dr. Arthur M. Shipley, 
March 5; Diagnosis and Treatment of Cardiovascular Condi- 
tions Peculiar to Military Life, Dr. Louis Hamman, March 5; 
Experiences with Malaria, Col. Paul F. Russell, March 19; 
Diagnosis of Diarrheal Diseases, Lieut. Col. Hardy Kemp, 
March 19, 

A. A. F. Regional Hospital, Langley Field, Virginia: Preser- 
vation and Restoration of Funtion of the Extremities, Dr. 
W. T. Graham, March 30; Psychiatry, Dr. R. Finley Gayle, 
March 30. 

Tilton General Hospital, Fort Dix, New Jersey: X-Ray 
Analysis of Fractures, Dr. W. Edward Chamberlain, Febru- 
ary 26. 

Percy Jones General and Convalescent Hospital, Battle Creek, 
Mich.: Surgical Diseases of the Stomach, Dr. Warren H. Cole, 
February 20. 

Station Hospital Truax Field, Wisconsin: Heart Disease, 
Dr. Chester M. Kurtz, February 28; Arthritis, Dr. Milton C. 
Borman, March 14; Peripheral Vascular Diseases, Dr. Geza de 
Takats, March 28, 

Station Hospital, Rosecrans Field, St. Joseph, Mo.: Gastro- 
intestinal Diseases, Dr. R. C. Davis, March 8; X-Ray Diag- 
nosis, Dr. Ira H. Lockwood, March 8. 

Birmingham General Hospital, Van Nuys, Calif.: Thoracic 
Surgery, Dr. John Jones and Lieut. Comdr. J. E. Dailey, 
February 28; Chemotherapy, Dr. Clinton Thienes and Licut. 
Comdr. Charles Bingham, March 14; Coccidioidomycosis, Drs. 
E. M. Butt and Ray A. Carter, March 28. 

Station Hospital, U. S. Naval Air Station, North Island, 
San Diego, Calif.: Pathogenesis of Rheumatic Fever, Licut. 
Comdr. Robert W. Huntington Jr., March 2; Clinical Aspects 
and Treatment of Rheumatic Fever, Lieut. Comdr. George C. 
Griffith, March 2; Internal Derangements of the Knee, Dr. John 
Wilson, March 16. 

Wakeman General Hospital, Camp Atterbury, Indiana: Con- 
ditions Affecting Glucose Metabolism, Drs. Franklin B. Peck 
and C. L. Rudesill, February 28. 

Billings General Hospital, Fort Benjamin Harrison, Indiana : 
High Blood Pressure, Drs. Kenneth G, Kohlstaedt and Robert 
L. Glass, February 28. 

Regional Hospital, Camp Haan, Calif. (March Field will 
meet with Camp Haan): Anesthetic Morbidity, Capt. E. H. 
Warnock, March 6; Some Practical Pointers in Anesthesia, 
Lieut. John E. Skewis, March 6. 

Torney General Hospital, Palm Springs, Calif. (medical staffs 
of U. S. Navy convalescent hospitals at Banning and Beaumont 
will meet with this group): Recent Developments in Surgical 
and Public Health Antisepsis, Dr. Frederick J. Moore, March 6. 

A. A. F. Regional Hospital, Santa Ana Air Base, Santa Ana, 
Calif.: Pathogenesis of Rheumatic Fever, Lieut. Comdr. Robert 
W. Huntington Jr., March 6; Clinical Aspects and Treatment 
of Rheumatic Fever, Lieut. Comdr. George C. Griffith, March 6. 

U. S. Naval Hospital, Corona, Calif.: Atypical Pneumonias, 
Dr. W. E. Macpherson, March 8; X-Ray Observations, Lieut. 
A. B. Phillips, March 8. 

U. S. Naval Hospital, Oceanside, Calif.: Blood Plasma and 
Substitutes, Lieut. Col. R. M. Jones, March 8; Water Balance, 
Major Edward Schwartz, March 8. 

United States Naval Air Training Station, San Diego, Calif. : 
Pathogenesis of Rheumatic Fever, Lieut. Comdr. Robert’ W. 
Huntington Jr., March 2; Clinical Aspects and Treatment of 
Rheumatic Fever, Lieut. Comdr. George C. Griffith, March 2. 

Station Hospital, Camp Cooke, California: Classification and 
Diagnosis of Anemias, Dr. Alvin Foord, March 7. 

Hoff General Hospital, Santa Barbara, Calif.: Classification 
and Diagnosis of Anemias, Dr. Alvin Foord, March 7. 
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Washington Letter 


(From a Special Correspondent) 
Feb. 19, 1945. 


War Production Board Aids Medical Research 

In addition to other technical accomplishments, the Office 
of Production Research and Development of the War Produc- 
tion Board has chalked up records in the medical field. Among 
its efforts has been assistance in the building of DDT insecti- 
cide plants, in the production of penicillin, in the conservation 
of eyesight in industry, in the synthesis of quinidine and in 
speeding up the manufacture of dental burrs. In regard to 
penicillin, the OPRD has coordinated the technological aspects 
of the conversion from laboratory to plant processes in peni- 
cillin manufacture. It is estimated that this has advanced the 
plant program of penicillin production about three months. 
Three new strains of penicillin mold have been developed in 
OPRD projects. These strains are capable of producing two 
to three times as much penicillin as those originally used. 
Millions of dollars in plant construction are said to have been 
saved by these strains. A practical and efficient synthesis of 
quinidine, used for certain heart diseases, was developed with 
quinine as the raw material. The production of synthetic 
quinidine is important because of the current shortage of 
imported quinidine. A new and faster machine for manufac- 
turing dental burrs was also developed by an industrial con- 
cern under OPRD sponsorship. 


Commissioning Male and Female Nurses Proposed 

The House Military Affairs Committee has tentatively given 
its stamp of approval to making male as well as female nurses 
eligible for commissions as second lieutenants. It also favors 
a proposal of Representative Sparkman, Democrat of Alabama, 
to include not only registered nurses but all those who are 
eligible for commissioning as nurses in proposed draft legisla- 
tion. It is also in support of a move to raise the minimum 
age for drafted nurses from 18 to 20 years, with the maximum 
age limit remaining at 45. An amendment will probably be 
attached to the May nurse draft bill making graduates of the 
Cadet Nurse Corps liable for induction first. These items 
were considered by the committee in closed session. 


Navy Calls for 3,000 to 4,000 More Nurses 

As its assaults come nearer to Tokyo and the Japanese- 
occupied Asiatic mainland, the Navy has appealed for 3,000 to 
4,000 more nurses to care for wounded men and to train thou- 
sands of corpsmen (both men and women). The Navy’s nurse 
recruits, starting as ensigns, will join the corps of 9,000 nurses 
already serving. Navy nurses are on duty here and overseas, 
on hospital ships, transports and ambulance planes and in base 
hospitals. In the Navy recruits must have graduated from 
high school, be from 22 to 28 years of age or up to 40 in the 
reserve corps, and not be married, widowed or divorced. First 
duty will be to supervise personnel of little or no previous 
nursing experience. 


Capital Contributes $250,000 to Poliomyelitis Fund 

Commissioner John Russell Young reveals that Washington 
contributed approximately $250,000 to the infantile paralysis 
fund campaign. The District of Columbia’s ranking official 
is now busy receiving on behalf of the Washington fund sub- 
stantial contributions toward the mile of dimes campaign. 
Large amounts were raised through the President’s birthday 
balls in Washington and throughout the nation. 


Extra Medical Supplies Flown to Germany 
Red Cross headquarters reveals here that extra medical sup- 
plies from Geneva are being rushed to prisoner of war camps 
in western Germany to prevent epidemics. The transfer to the 
west by Germany of thousands of prisoners in the path of the 


“owing to extreme overcrowding in the capital. 


advancing Russian army has caused extreme overcrowding. 
Increased shipments from the United States include a load of 
typhus vaccine in refrigerated cases, flown by air express to 
Europe. A special staff has been set up in the American Red 
Cross prisoners of war relief section to expedite the work. 


Artificial Limb Production to Be Standardized 

Army, Navy and Veterans Administration officials conferred 
in Chicago with manufacturers of artificial limbs to agree on 
standardized limbs to be issued to disabled service men by the 
three agencies. The Veterans Administration reports that 
standardization will simplify the making of repairs and replace- 
ments. Its contracts allow for the payment of $290 for full 
length metal legs in amputations where the hip is disartic- 
ulated, $165 in the usual below knee amputation and $215 in 
the usual thigh amputation. 


Rheumatic Fever Threat Feared in Washington 

Dr. Bernard J. Walsh, District Health Department cardiol- 
ogist, has warned that many more children are likely to be 
attacked this spring by rheumatic fever, a crippling disease, 
Already more 
than 150 children are registered in the Crippled Children’s 
Clinic at Gallinger Hospital suffering from rheumatic heart 
disease as a result of the fever. 


Dispensary Facilities in Government Buildings 
Properly situated first aid and dispensary facilities will be 
included in government buildings built after the war, the Fed- 
eral Interdepartmental Safety Council reports. A plan has 
been drawn whereby agencies planning new buildings can 
specify these requirements in cooperation with the U. S. Public 
Health Service. 


Medical Legislation 


MEDICAL BILLS IN CONGRESS 


Changes in Status —The Senate Committee on Education and 
Labor has scheduled hearings on S. 191, the Hill-Burton hos- 
pital construction bill, to begin February 26. H. J. Res. 100 
has passed the House and has been reported to the Senate, 
proposing an additional appropriation of $184,000 for the United 
States Public Health Service. This appropriation is to be 
utilized in the leasing and repair of the 300 bed hospital facility 
known as the Neponsit Beach Hospital at Rockaway Beach, 
Long Island, from the city of New York. The city has agreed 
to lease the hospital for the official duration of the war at a 
rental of $1 for the first year and at the rate of $30,000 per 
year thereafter. The purpose of the lease is to permit the 
removal of tuberculous patients from Staten Island Marine 
Hospital and thus enable that hospital to meet such demands 
as may be made on it as long as the war continues. The 
House Committee on Military Affairs has been conducting 
hearings on H. R. 1284 and H. R. 1666, proposing the drafting 
of nurses. A bill will be reported shortly, it is understood. 
S. Res. 62 has been reported to the Senate, proposing an addi- 
tional appropriation of $15,000 to permit the Pepper Subcom- 
mittee on Wartime Health and Education to continue its study 
and survey of the distribution and utilization of health personnel, 
facilities and related services. 

Bills Introduced.—S. 535, introduced by Senator Myers, Penn- 
sylvania, proposes to prevent pollution of the waters of the 
United States and to correct existing water pollution. The bill 
would create a National Board of Water Pollution Control, 
consisting of the Secretary of the Interior, Secretary of Agri- 
culture, Secretary of War, Secretary of the Navy, Surgeon 
General of the Public Health Service and the chairman and 
ranking minority member of the Senate Committee on Com- 
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merce and of the House Committee on Rivers and Harbors. 
H. R. 1362, introduced by Representative Crosser, Ohio, pro- 
poses to amend the Railroad Retirement Acts and the Railroad 
Unemployment Insurance Act so as to provide, among other 
things, sickness and maternity benefits for employees. H. R. 
2044, introduced by Representative Weiss, Pennsylvania, pro- 
poses to enact a United States Physical Fitness Act and to 


establish a United States Commission of Physical Fitness to 


carry out the purposes of the act. H. R. 2066, introduced by 
Representative De Lacy, Washington, and H. R. 2133, intro- 
duced by Delegate Bartlett, Alaska, propose to authorize the 
Secretary of the Interior to locate, establish, construct, equip 
and operate a hospital for the insane of Alaska. H. R. 2075, 
introduced by Representative Reece, Tennessee, provides that 
any ex-service person shown to have had a tuberculous disease 
of a compensable degree shall receive, under certain circum- 
stances, not ‘less than $62.50 per month. H. R. 2139, introduced 
by Representative Gathings, Arkansas, would authorize the 
Federal Works Administrator to cause hospital projects initiated 
under the Lanham Act to be completed and equipped. 

2206, introduced by Representative Harris, Arkansas, contem- 
plates the establishing of a presumption of service-connected 
disability in the case of disease or injury existing within five 
years after discharge from service in the armed diedes during 
the present war. 


STATE LEGISLATION 
Arkansas 


Bill Introduced—H. 249 proposes that no person “legally 
registered as a member of any trade or profession” shall be 
required to reregister or to pay a fee for same unless his 
license has been revoked for legal cause. 


California 


Bills Introduced—S. 1010 proposes to condition the manu- 
facture or sale of vitamins on the possession of a license for 
that purpose issued by the state board of health. The stand- 
ards of purity of vitamins to be enforced by the board are to 
be as sect out in the United States Pharmacopeia, the Homeo- 
pathic Pharmacopeia of the United States and the National 
Formulary. <A. 1344 proposes, whenever it is relevant to the 
prosecution or defense of an action, that. the court may order 
any party whose paternity is relevant to the issues in the action 
to submit to blood grouping tests. The results of those tests 
are to be admissible in evidence if definite exclusion of pater- 
nity of the person tested is indicated. A. 1427 proposes to 
add to the Health and Safety Code a division 22, entitled 
“Dangerous Drugs,” which proposes to prohibit the sale or 
distribution of any dangerous drug except on the written pre- 
scription of a licensed physician, dentist, chiropodist or veteri- 
narian. Dangerous drug is defined to mean any hypnotic drug, 
aminopyrine, amphetamine, cinchophen, diethylstilbestrol, ergot, 
oils of croton, rue, savin or tansy, sulfanilamide and thyroid. 
A. 1678, to amend the medical practice act, proposes to author- 
ize the board of medical ‘examiners to issue a herb practi- 
tioner’s certificate. 

Connecticut 


Bills Introduced—S, 238 proposes to enact a separate mas- 
sage practice act and to authorize local health officers to license 
persons so to practice. S. 524 proposes to direct the governor 
to appoint a commission of five to study and investigate the 
subject of health insurance and to report its findings and 
recommendations to the next session of the general assembly. 
H. 601 proposes to set up a system of compulsory health insur- 
ance. H. 999 proposes to authorize the Connecticut Hospital 
Service, Inc., to enter into contracts with and to act as agent 
for any medical service corporation. 


Georgia 
Bills Introduced—H. 175, to amend the narcotic drug act, 
proposes so to define narcotic drugs as to include isonipecaine, 
which, the bill provides, means “the substance identified chemi- 
cally as 1-methyl-4-phenyl-piperidine-4-carboxylic acid ethyl 
ester, or any salt thereof whether known as Demerol or by 
whatever other trade name identified.” H. 122, to supplement 
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the medical practice act, proposes to authorize ‘the state board 
of health to make such reasonable rules and regulations con- 
cerning the certification of midwives and the practice of mid- 
wifery as it may deem necessary and to provide that those 
rules and regulations shall have the effect of law. A person 
so licensed by the board of health is to be entitled legally to 
practice midwifery in cases of normal labor and in no other 
and may not in any case use instruments of any kind or assist 
labor in any artificial, forcible or mechanical manner or 
attempt to remove adherent placentas or to introduce either 
fingers or any other object whatsoever into the vagina. 


Idaho 
Bill Introduced —H. 119, to amend the laws relating to the 
practice of chiropractic, proposes, among other things, that in 
appointing members of the board of chiropractic examiners 
the governor must confine his choice to persons nominated by 
the state chiropractors association. 


Illinois 

Bills Introduced—H. 95 proposes to permit townships to 
operate public nonsectarian hospitals if authorized by the elec- 
tors of the township. H. 103 proposes to prohibit the opera- 
tion of a “private hospital” unless licensed by the Department 
of Registration and Education. Private hospital means “every 
private hospital, nursing home, resting home and sanitarium, 
for persons requiring care, treatment or nursing, by reason of 
sickness, injury, deformity or other disability.” 


Indiana 

Bills Introduced.—S,; 193 proposes to enact a separate prac- 
tice act relating to naturopathy and physiotherapy and to 
create a board of natural therapeutic physicians to examine 
and license applicants for licenses to practice in the fields indi- 
cated. H. 308 proposes to authorize Indiana University to 
establish a department of public health and to offer courses 
of instruction in that field. H. 390 proposes to prohibit the 
operation of a hospital without a license from the state board 
of health. Hospital is defined as “any institution, place, build- 
ing or agency represented and held out to the general public 
as ready, willing and able to furnish care, accommodations, 
facilities and equipment for the use, in connection with the 
service of a physician, of persons who may be suffering from 
deformity, injury or disease or from any other condition for 
which medical or surgical services would be appropriate for 
care, diagnosis or treatment.” The term does not include con- 
valescent homes, boarding homes, homes for the aged or hos- 
pitals for the insane or for those suffering from other mental 
conditions. H. 449 proposes to enact what apparently is the 
uniform vital statistics act providing for the collection and 
compilation of records of births and deaths. 


Iowa 
Bill Introduced. —S. 280, to amend the laws relating to the 
practice of chiropractic, proposes that such a license shall not 
authorize the holder to prescribe, furnish or sell vitamins or 
to employ in his practice x-ray machines for any purpose. 


Kansas 
Bill Introduced —H. 140 proposes to condition the issuance 
of a license to marry on the presentation by each party to the 
proposed marriage of a certificate of a physician, based on 
physical examination and on serologic tests, that the party is 
not infected with syphilis, or, if so infected, the disease is not 
in a stage which is communicable to a marital partner. 


Maine 

Bills Introduced —S, 211 proposes that, when a patient being 
treated by a physician for venereal disease discontinues treat- 
ment while capable of transmitting the disease to others, the 
physician shall report the name and address of the person at 
once to the bureau of health. S$. 212 proposes to condition 
school attendance on the presentation by the child of evidence 
that he or she has been inoculated with the virus of cowpox 
to prevent smallpox and, if the child is under 12 years of age. 
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on the presentation also of a physician's certificate that the 
child: has been immunized against diphtheria. Evidence of 
such inoculation and immunization may be waived on the 
written statement of a physician that the condition of the 
child is such that inoculations would be injurious to health 
or on the presentation of a written statement from the parents 
that they object to such inoculations because of religious belief. 
S. 215 proposes, in effect, to permit osteopaths to sign certifi- 
cates for committing persons to state institutions and to par- 
ticipate in health services under the department of health and 
welfare the same as physicians of other schools of medicine. 
The bill also proposes to dub practitioners of osteopathy as 
“osteopathic physicians.” H. 844 proposes to direct the depart- 
ment of health and welfare to survey all existing public and 
private hospitals and health centers in the state, to evaluate 
the sufficiency of existing facilities to supply necessary medical 
and hospital care to the people, and to accept any available 
federal or other funds for public health services of all kinds. 
H. 843 proposes that no school employee shall assume the 
performance of his duties until he has filed with the appro- 
priate school committee a physician’s certificate that he is free 
from communicable and infectious diseases. 


Massachusetts 


Bills Introduced—H. 858, to amend the medical practice act, 
proposes to make eligible for examination and licensure per- 
sons who matriculated at Middlesex University during 1941, 
have graduated therefrom and who subsequently have served 
as interns in a hospital. H. 964 proposes to enact what 
appears to be the uniform vital statistics law respecting the 
registration, compilation and preservation of births, deaths and 
stillbirths. H. 1511 proposes that the state establish and 
operate the Massachusetts university of medicine to furnish 
instruction in the practice of medicine. 


North Carolina 

Bill Introduced —H. 229 proposes to authorize the state 
board of health to promulgate rules and regulations governing 
the sanitation of all private hospitals and to inspect the prem- 
ises of such institutions to see that they conform to the regula- 
tions so promulgated. 

North Dakota 

Bills Introduced—S. 127 proposes to make it unlawful for 
any insurance company doing business in the state to issue 
any sickness or accident insurance policy wherein the insured 
is denied the right to consult or employ the services of any 
licensed practitioner of his choice. ‘Such insurance companies 
are to be required to recognize the certificate of any licensed 
practitioner “the same as that of any licensed physician and 
surgeon.” H. 187 proposes to authorize the formation of a 
nonprofit medical service corporation to operate medical ser- 
vice plans whereby medical service is provided at the expense 
of the corporation to subscribers needing it. H. 236 proposes 
that every contract. by which any one is restrained from exer- 
cising a lawful profession is to that extent void. 


Oregon 

Bills Introduced.—S. 151, to amend the medical practice act, 
proposes to increase to $10 from $5 the annual registration 
fee required of licensed physicians and osteopaths. H. 307 
proposes that the person in charge of any conveyance in which 
or by which another is injured, unless instructed otherwise 
by the injured person, shall immediately take the injured per- 
son to the nearest hospital for attention. The bill further pro- 
vides that the temporary treatment of an injured person under 
emergency conditions by an unlicensed person shall not con- 
stitute the unlawful practice of medicine. 


Pennsylvania 
Bills Introduced.—S. 239 proposes to authorize the sexual 
sterilization of certain socially inadequate inmates of state 
institutions. H. 377 proposes to prohibit any person from 
experimenting or operating in any manner whatsoever on any 
living dog for any purpose other than the healing or curing 
of such dog of physical ailments. 
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South Dakota 


Bill Introduced —S. 160 proposes to authorize the formation 
of nonprofit medical service plan corporations to operate medi- 
cal service plans under which medical services may be ren- 
dered to subscribers and covered dependents by licensed 
physicians at the expense of the corporation in consideration 
of periodic prepayments made prior to the occurrence of the 


condition calling for the rendition of medical services. 


Tennessee 


Bill Introduced—S. 522 proposes to authorize the formation 
of nonprofit medical service plan corporations to operate medi- 
cal service plans under which medical services may be ren- 
dered to subscribers and covered dependents by a_ licensed 
physician at the expense of the corporation in consideration 
of periodic prepayments made prior to the occurrence of the 
condition called for the rendition of medical service. 


Utah 
Bill Introduced —H. 176 proposes to make it unlawful for 
any person, firm or corporation to dispense any corrective eye 
glasses, lens or spectacles except on the prescription of a 
licensed phySician or optometrist. 


Washington 

Bills Introduced—S. 138 proposes to enact a separate act 
regulating the practice of massotherapy and to create a com- 
mittee of examiners in massotherapy to examine and license 
applicants for a license to practice massotherapy. The bill 
proposes to define massotherapy as “the method, art or science 
of treating the human body for hygienic or remedial purposes 
to maintain health and to establish a normal condition of the 
body and shall include all massage manipulations, passive and 
active remedial gymnastics and relaxing movements and manip- 
ulations with the hands or with any other agency or instru- 
mentality designed to accomplish massage manipulations or 
gymnastics, or by mechanical gymnastics to promote physio- 
logical action to bring about a normal condition of health and 
restore bodily functions to a normal condition.” S. 149 pro- 
poses to authorize the formation and operation of nonprofit 
hospital service corporation to provide hospital service plans 
whereby hospital care may be provided at the expense of the 
corporation to subscribers to such plans. S. 171 proposes to 
impose a liability on all hospitals, whether charitable or other- 
wise, for damages that may result to pratients, whether free or 
pay, by reason of the negligent conduct of hospital employees. 


Official Notes 


LARGEST NETWORK IN AMERICAN 
MEDICAL ASSOCIATION BROAD- 
CASTING HISTORY | 


A report just received from the National Broadcasting Com- 

pany indicates that Doctors Look Ahead is now being broadcast 
on 123 National Broadcasting Company stations from coast to 
coast and ftom border to Gulf. Except for certain radio “dead- 
spots” where listening is interfered with by atmospheric or 
electrical phenomena, Doctors Look Ahead should be available 
to listeners everywhere. 
- This wide acceptance of a nonrevenue program by local 
stations is evidence of its high acceptability to local program 
directors who understand the needs and preferences of their 
listening audiences. A nonrevenue program such as Doctors 
Look Ahead, although furnished to all local stations by the 
network, may be ignored by the local station in favor of its 
own local programs. Unless the net program is of high quality, 
this is frequently what happens. The next three subjects for 
Doctors Look Ahead are as follows: 

February 24: The Discharged Soldier. 


March 3: Nutrition at Home (Dr. G. K. Anderson). 
March 10: Rheumatic Fever. 


The Bureau of Health Education, which directs Doctors Look 
Ahead, will welcome suggestions from listeners. 
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Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CONNECTICUT 


State Meeting Canceled.—The Connecticut State Medical 
Society announces the cancellation of its meeting which was 
scheduled to be held in Hartford, May 1-3. 


Position Available as Health Consultant.—Applications — 


are being accepted by the state of Connecticut, Hartford, for 
examination to fill the position now available as local health 
consultant. Applications will be accepted until March 31. The 
applicant must be eligible for a license to practice medicine 
and surgery in Connecticut and must have not less than five 
years’ employment in public health work including experience 
as health officer of a municipality, county or district; or 
similar experience of at least three years’ duration and com- 
pletion of graduate training in public health work or an 
equivalent of the two. Connecticut residence requirement is 
waived for the examination. Candidates must be citizens of 
the United States. The salary range is from $5,100 to $5,700 
a year. Additional information may obtained from the 
Personnel Department, State Capitol, Hartford. 


ILLINOIS 


Physician Starts Forty-Fifth Year as Coroner.—Dr. 
Joseph B. Schreiter, Savanna, recently started his forty-fifth 
year as coroner of Carroll County. Dr. Schreiter, who grad- 
uated at Rush Medical College, Chicago, in 1896, was named 
coroner in 1900, serving in the position ever since with time 
off to go overseas in the first world war. 

Tuberculosis Patch Test.—Hal Hall, Ed.D., superinten- 

dent of the Campus Laboratory Schools, writes to correct 
information that he submitted to THe JourNAL concerning 
the series of patch tests that were given to 150 students in 
the Allyn Elementary School, Carbondale. Mr. Hall states 
that 1 active case reported should have been “arrested” case 
of tuberculosis (THE JourNnaL, February 10, p. 345) 
- Charles Siler Named Health Commissioner of Oak 
Park.—Dr. Charles A. Siler, a practicing physician in Oak 
Park since 1929 and formerly a medical missionary in China, 
has been appointed health commissioner of Oak Park, effective 
February i He succeeds Dr. Gilbert P. Pond, who resigned 
to accept a commission in the U. S. Navy. Dr. Siler grad- 
uated at the University of Kansas School of Medicine, 
Lawrence-Kansas City, in 1910, receiving also a degree from 
Rush Medical College, Chicago, in 1922. 


Chicago 

Department of Registration Moves.—The state depart- 
ment of registration and education moved, January 31, to the 
second floor of the Burnham Building, 160 North La Salle 
Street. The department, ‘whose telephone number is now 
Andover 4755, was formerly housed at 600 South Michigan 
Avenue. 

The Edwin Kretschmer Memorial Lecture.—The fourth 
Edwin R. Kretschmer Memorial Lecture will be delivered on 
April 27 at the Palmer House by Dr. William Bloom, pro- 
fessor of anatomy, University of Chicago School of Medicine, 
on “Experiments on Hematopoiesis.” The lecture is a project 
of the Institute of Medicine of Chicago. . 

Pathology Professorship Created.— A professorship in 
pathology is one of four new professorships created at North- 
western University in honor of the late Mrs. Emma H. Mor- 
rison. Mrs. Morrison willed $1,750,000 to the university when 
she died four years ago to create the “Charles E. and Emma 
H. Morrison Memorial Fund” with the stipulation that the 
university use the bequest in the manner it deemed best. The 
other professorships include one each in zoology, English and 
marketing. 

Society News.—Dr. Francis W. Carruthers, professor of 
orthopedic surgery, University of Arkansas School of Medi- 
cine, Little Rock, among others, will address the Chicago 

rthopaedic Society, March 9, on “Anatomical and Func- 
tional Reductions of Fractures of the Pelvis.” Dr. Lee M. 
Cattell was among the speakers who addressed the February 9 
meeting, his subject being “Penicillin Therapy in Acute Osteo- 
myelitis in Children: Ten Consecutive Cases."——Dr. William 
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D. Stroud, Philadelphia, will address the North Side Branch 
of the Chicago Medical Society at the Drake Hotel, March 1, 
on “Heart Disease.”——Col. Irving S. Wright, M. C., 
addressed the Chicago Heart Association, February 15, on 
“Cardiovascular Highlights of the War.” Among others, Dr. 
Edwin J. Blonder will address the Chicago Laryngological and 
Otological Society at the Continental Hotel, March 5, on 
“Visualization of Otitic Brain Abscess.” 


KANSAS 


2 Menninger Institutions Reorganized.—At a recent spe- 
cial meeting of the stockholders of the Menninger Sanitarium 
corporation, _Topeka, a resolution was approved to dissolve 
the corporation as of next June 30 and to transfer its assets 
to the Menninger Foundation. The reorganization will pro- 
mote the expansion program entailing more than $1,250,000 
and would, when permissible, allow a long considered con- 
solidation of _activities in education, treatment and_ research. 
The transfer in assets will involve buildings, equipment, grounds 
and other facilities of the clinic on West Sixth Street totaling 
$325,000, of which $200,000 will be a personal contribution of 
Drs. Charles F., Karl A. and William C. Menninger and 
their colleagues. According to the Topeka State Journal, an 
earning capacity of between 70 and 80 thousand dollars annu- 
ally, along with the good will and prestige of the organization, 
which has completed twenty-five years, wili be additional ben- 
efits. Treatment of a larger number of patients, both adults 
and children, without regard to their financial status, will be 
a major aim of the foundation, for which a psychiatric hos- 
pital unit costing $750,000 is contemplated. Additional build- 
ings trebling the capacity of the Southard school would cost 

0,000, and a psychosomatic hospital unit for correlation of 

cna ge and medical studies was projected at $150,000. A 
und of $100,000 a year would permit low cost treatment for 
patients with small incomes. Estimates for postgraduate edu- 
cation, including training for young psychiatrists, physicians 
returning from military service, nurses, teachers and others, 
were placed at $105,000; for research $149,000, for scholarships 
for promising children $30,000, and for publications $5,000. 
The Menninger project is an original partnership of the father, 
Dr. Charles Frederic Menninger, and his two sons and includes 
a hospital on a 30 acre tract, the Southard school estab- 
lished in 1925 for the treatment of children, a library to fur- 
ther teaching and research and a department of psychology 
established by Junius F. Brown, Ph.D., professor of psychol- 
ogy, University of Kansas, Lawrence, and continued by David 
Rapaport, Ph.D. The Menninger Foundation was organized 
in 1941 (Tue Journat, Jan. 10, 1942, p. 154). 


MARYLAND 


Medical Students Required to Take Course in Ameri- 
can History.—Drastic changes in the University of Maryland 
curriculum, under which ali students will be required to take 
courses in American history, American literature and Ameri- 
can government and its philosophy, will go into effect next 
school year, newspapers reported, February 7. Medical, engi- 
neering and law students, as well as those in the liberal arts 
colleges, will be required to take the courses, that the univer- 
sity may “turn out men and women graduates with a better 
understanding of the American way of life.” 


MASSACHUSETTS 


Personal.—Dr. Dora E. Brault, formerly assistant health 
officer in Prince George County, Md., for the U. S. Public 
Health Service, has been appointed an epidemiologist with the 
Massachusetts Department of Public Health, Boston. 

Henry Pollock Retires as Superintendent of the Mas- 
sachusetts Memorial Hospitals.—On February 1 Dr. Henry 
M. Pollock retired as superintendent of the Massachusetts 
Memorial Hospitals, Boston, a position he had held for thitty 
years. He has been succeeded by Dr. Leverett S. Woodworth, 
associate director of Harper Hospital, Detroit. Dr. Pollock 
graduated at the University of Minnesota College of Homeo- 
pathic Medicine and Surgery, Minneapolis, in 1897 and was 
appointed to the Massachusetts Memorial Hospitals in 1915. 
Dr. Woodworth graduated at Corneil University Medical Col- 
lege, New York, in 1926. 

Clinic Reorganized.— The Lawrence Clinic has recently 
been reorganized. According to the New England Journal of 
Medicine Capt. Glenmore F. Clark (MC), U. S. Navy retired, 
will direct the clinic, and arrangements have been made with 
the executive committee of the Lawrence General Hospital, 
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composed of Drs. Harold R. Kurth, Lawrence; Rolf C. 
Norris, Methuen; John J. Hartigan, Andover; Z. William 
Colson, Lawrence; Richard J. Neil, Methuen, and Percy J. 
Look, Andover, whereby the staff of the Lawrence General 
Hospital will act as the staff of the Lawrence Clinic. When 
the work of the clinic increases and more physicians and den- 
tists become available, the program of services will be modified 


accordingly, MICHIGAN 


St. Mary’s Hospital to Observe Centennial.—On May 
16-17 St. Mary’s Hospital, Detroit 26, will celebrate its one 
hundredth anniversary. The hospital urges former interns and 
residents to communicate with it in order that they may be 
duly recognized during the program. 


Secretaries Conference and School of Information.—. 


The annual secretaries conference and school of information 
sponsored by the Michigan State Medical Society was held 
at the Book-Cadillac Hotel, Detroit, January 28. Among the 
speakers were.: 


Dr. William W. Bauer, Chicago, Director, Bureau of Health Education, 
American Medical Association, First Things First. _ : 

John F. ‘Hunt, Chicago, executive, Foot, Cone & Belding, The Selling 
Job of the Michigan Medical Profession—What Must Be Done Now. 

Edward F. Stegan, Chicago, associate administrator, National Physi- 
cians Committee for the Extension of Medical Service, The Program 
and Objectives of the Michigan Physicians Committee. Ha: 

Paul D. Bagwell, East Lansing, head, speech department, Michigan 
State College of Agriculture and Applied Science, Proposed Amend- 
ment to the Constitution of the State of Michigan. ; 

Dr. Joseph S. Lawrence, Washington, .. director, Washington 
Office, Council on Medical Service and Public Relations, American 
Medical Association, The Work of the Washington Office of the 
_Council on Medical Service and Public Relations. 


Dr. Edward F. Sladek, Traverse City, chairman of the council of the 
state society, Physical Rehabilitation Program of t Federal 
Government. 


MINNESOTA 


Personal.—The public library at Madelia has been pre- 
sented with a number of books dedicated to the memory of 
Dr. William J. McCarthy. The donor was A. L. Sperry, 
Owatonna attorney, who was a lifelong friend of Dr. McCarthy. 

Memorial to Dr. Ernest Meland.—A group of profes- 
sional friends and former patients of the late Dr. Ernest L. 
Meland are contributing to a fund to create a memorial in his 
honor, which will probably take the form of a fellowship or 
research project in urology at the University of Minnesota 
Medical School, Minneapolis. A temporafy committee is in 
charge of collecting the fund and will turn the money over 
to the Minnesota Medical Foundation, a perpetual, charity 
trust, with the recommendation for the end to which it might 
be used. The project is not sponsored by the Hennepin County 
Medical Society but represents a desire on the part of per- 
sonal friends and former patients to create a memorial in his 
honor. 

Physician Charged with Fraudulent Prescription Writ- 
ing.—On January 16 Dr. Joseph A. Duclos, Henderson, pleaded 
guilty at the U. S. District Court at Mankato to an_indict- 
ment charging three violations of the Harrison Narcotic Law. 
In the first count the physician was char with writing a 
fraudulent prescription for one Gust C. Lange, a member of 
the federal bureau of narcotics, the prescription calling for 
twenty %4 grain morphine sulfate hy rmic tablets and being 
written for Lange under the name of Harold Erickson. The 
second count charged the physician with a similar violation 
and the third was selling one hundred 4% grain morphine sulfate 
tablets to the same informer for the government for $25. The 
defendant received a suspended sentence with the warning that 
any further violation of the narcotic law will result in a prison 


sentence. 
MISSOURI 


State Meeting Canceled.— The Missouri State Medical 
Association announces the cancellation of its meeting which 
was scheduled to be held in St. Louis, April 22-24. 


MONTANA 


Tularemia Occurs in Chipmunk.—The recovery of Pas- 
teurella tularensis from a chipmunk, Eutamias sp., adds this 
rodent to the already long list of animals of native fauna in 
which tularemia occurs spontaneously. According to Public 
Health Reports, January 5, the chipmunk from which the 
isolation was made had been captured alive in June 1939 at 
a summer camp on Mica Bay, Lake Coeur d'Alene, Kootenai 
County, northern Idaho. It died two days later and the car- 
cass was forwarded to the Rocky Mountain Laboratory; Ham- 
ilton. The isolation of the bacterium was from the heart 
blood, taken just before death, of two guinea pigs which had 
been injected with a pooled suspension of spleen, liver and 
lung tissue, 
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NEW JERSEY 


State Society Moves.—The executive and editorial offices 
of the Medical Society of New Jersey have been moved to 
the society’s new home, 315 West State Street, Trenton (THe 
JournaL, Dec. 16, 1944, p. 1040). 

Health Talks.—The Newark Museum opened a series of 
“Timely Talks on Health” January 11 with Dr. Benjamin I. 
Saslow, Newark, discussing “Nutrition in Wartime.” Dr. 
Arthur J. Ellis, Newark, lectured January 18 on “Nervous 
and Mental Diseases in Military Personnel,’ Dr. Henry C. 
Barkhorn, Newark, January 25 on “Your Ear” and Dr. Ellis 
L. Smith, Belleville, February 1 on “Tropical Diseases.” 


NEW YORK 


New Bureau of Medical Care’ Insurance.—The New 
York State Journal of Medicine announces the appointment 
of Mr. George P. Farrell, Buffalo, as director of the newly 
created bureau of medical care insurance of the state medical 
society. Mr. Farrell will have offices at 292 Madison Avenue, 
New York. The bureau will carry forward the practical busi- 
ness of the establishment on a broad base of prepaid medical 
care insurance in the state. Mr. Farrell had formerly served 
as enrolment supervisor of the Western New York Medical 
Se Tanga and the Western New York Hospital Service, Inc., 

uffalo. 


Women Physicians Oppose Chiropractic Bill. — The 
Women’s Medical Society of New York, meeting in executive 
session February 3 at the New York Hospital, unanimously 
adopted a resolution opposing the chiropractic bill now before 
the state legislature as “detrimental to the health and welfare 
of the people of the state of New York.” According to the 
New York Times the society's objections to the bill, which 
would license chiropractors in the state, were contained in a 
five point petition now being circulated among its members. 
It maintains that the bill, if passed, would permit unqualified 
persons to diagnose and treat illness and that the educational 
standards proposed are greatly inferior to those required of 
physicians and osteopaths. 

Neuropsychiatric Clinic to Be Created at Rochester 
Medical School.—The establishment of a neuropsychiatric 
clinic at the University of Rochester School of Medicine and 
Dentistry, Rochester, has been made possible by a gift of 
securities to the university by Mrs. Helen W. Rivas of New 
York City and Le Roy, N. Y. Of the total. gift a portion 
is designated for construction and .equipment of a building to 
house the clinic as a unit of the School of Medicine and 
Dentistry and of Strong Memorial Hospital. A trust fund 
has been set up to operate and maintain the clinic. The new 
unit will be constructed as soon as can be practicable in view 
of present building conditions. In the meantime a committee 
of the medical school faculty will survey the field throughout 
the country to select a man to head the clinic so that he may 
participate in preparing the plans for the physical plant and 
the staff organization. It is contemplated that the clinic will 
be used for the study and care of persons having functional 
nervous disorders rather than for those with extreme mental 
ailments. Provision will be made for ample laboratory space 
for active research and investigation. It is planned to have 
beds for from 50 to 60 inpatients, and extensive use of the 
clinic for ambulatory patients is anticipated. Income from the 
endowment fund set up for the clinic will be paid to the univer- 
sity and accumulated to finance the project. 


+ New York City 


Volunteer Corps Organized for Cancer Work.—A new 
volunteer corps to help in the treatment of cancer patients, 
both at home and in hospitals, began training February 6 
under a program that may be extended to other parts of the 
country, the New York Times recently reported. Known as 
Field Army nursing aides, the unit will take the Red Cross 
Home nursing course along with special lectures on cancer. 

Public Health and the Doctors.— On February 7 the 
New York Times presented a forum on “Public Health and 
the Doctors,” with Waldemar Kaempffert, science editor of 
the Times, as moderator. Among the participants were: 

Michael M. Davis, Ph.D., chairman, committee on research in medical 

economics, State of the Nation’s Health. 

Dr. Morris Fishbein, Chicago, Editor of Tue Journat, Free Choice 

of Physician and the Fee for Service System. 

Dr. Kingsley Roberts, director, medical administration service, Group 

an. 


Practice of Medicine on the Prepayment P! 
Hon. Claude , U. S. Senator from Florida, The Best Way of 
Meeting the Medical Needs of the Country by Legislation. 
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The Niles Memorial Lecture.—Dr. Edwin Cowles Andrus, 
associate professor of medicine, Johns Hopkins University 
School of Medicine, Baltimore, ‘and chief of the division of 
medicine committee on medical research, Office of Scientific 
Research and Development, gave the annual Walter L. Niles 
Memorial Lecture, February 20, at Cornell University Medical 
College on “Wartime Medical Research.” The lecture is 
sponsored by Tau chapter of Nu Sigma Nu. 

Friday Afternoon Lectures.—Subsequent lectures included 
in the Friday afternoon series at the New York Academy of 


Medicine, which opened November 3 (THe Journat, Oct. 14, 


1944, p. 445 and Dec. 23, 1944, p. 1095), are: 
Dr. Clyde Leroy 
Prostatic Malignancy, March 2. 
. Peter Vogel, Pariegenenls, Diagnosis and Treatment of Anemia 
of the Newborn, March 9. 
Dr. Reiger Rosenthal, Recent Advances in Laboratory 


Deming, New Haven, Hormonal Treatment of 


Procedure, 


Dr. Hecer L. Sussm man, Scope of Ratialoee in the Examination of the 
er Tract, March 2 
AB Can Treatment of Syphilis with Penicillin, April 6. 
Dr. Shorr, “Recent of the 
etabolism cf Bone in Health a 
Dr. Clifford B. ay 
Analgesia, April 2 

Forum for cette Workers.—The New York Academy 
of Medicine will hold a meeting on May 16 to provide a 
forum in which research workers of New York City and 
vicinity may present results of original research in clinical 
medicine. The meeting is being arranged by the committee 
on medical education of the academy in view of the few meet- 
ings of national medical societies before which research work 
has usually been presented. All research workers of greater 
New York and neighboring cities within a radius of 100 miles 
are invited to submit abstracts, not to exceed 200 words in 
length, of proposed presentations to the secretary of the com- 
mittee on medical education of the New York Academy of 
Medicine, 2 East 103d Street, New York 29, not later than 
April 5. 

Hospital Service Raises Age Limit. _Stise-tibe instead 
of 60 has been established as the age limit for enrolment in 
the Associated Hospital Service of New York on an individual 
basis, it was announced on February 7. The age limit of 65 
still remains in effect for persons who enroll in groups. In 
a statement to the press Mr. Louis H. Pink, president, stated, 
“Hospital use goes up rapidly with age and that is why some 
age limit is necessary. While it is more expensive to provide 
for older people it is desirable from the social point of view. 
Older people as a rule do not have the earning capacity of 
younger ones, and in normal times many are not employed at 
all. Their hospital needs are greater and their ability to pay 
is less. We cannot strain our resources to help aging people 
or be unfair to the public as a whole, but as far as possible 
-we should provide for them. We never drop existing sub- 
scribers who continue their membership after 65 years of age, 
but some limitation is necessary for new subscribers. We are 
happy that we are able to raise our age limit to 65. Applicants 
must, of course, be in good health and meet the medical and 
physical requirements.” 

OHIO 


Hospital Named for Dr. H. Kennon Dunham.—On Feb- 
ruary 6 the board of trustees of the Hamilton County Tuber- 
culosis Hospital, Cincinnati, changed the name of the institution 
to the Dunham Hospital in honor of the late Dr. Henry 
Kennon Dunham, who served as medical director there from 
1914 to 1941. After his resignation as medical director he 
was appointed a member of the board of trustees, serving until 
his death on April 27, 1944. . 

Roger Heering Becomes State Director of Health.— 
Roger E. Heering, Surgeon, U. S. Public Health Service, has 
been appointed state director of health, his term to run to 
Jan. 1, 1950. Dr. Heering succeeds Dr. Roll H. Markwith, 
Columbus, whose term expired Aug. 20, 1944. Mr, James E. 
Bauman, chief of the legal division in the department, has been 
acting director of health since Aug. 21, 1944 (THe JourNat, 
Oct 1944, p. 377). Dr. Heering has been assigned to the 
Ohio Department of Health since 1943 as venereal disease 
control officer. He served in a similar position for the city 
of Cincinnati from 1939 to 1941, when he became venereal 
disease consultant for the U. S. Public Health Service in a 
ten state area. Dr. Heering graduaged at the University of 
Michigan. Medical School, Ann Arbor, in 1933 and received 
aedegree in public health’ from Johns Hopkins University in 
1939, He was commissioned an assistant surgeon in the U. S. 
Public Health Service in 1934, being promoted in 1943 to 
surgeon. 
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SOUTH CAROLINA 


State Society Approves Proposed Expansion of Medi- 
cal School.—At a special meeting of the council of the South 
Carolina Medical Association recently approval was given to 
the proposed expansion program for the Medical College of 
the State of South Carolina, Charleston. The council went 
on record in offering its full support to the board of trustees 
of the college to attain this objective. The state institution 
proposes, among other things, to extend its clinical teaching 
facilities and to establish a clinical center for reference of 
problem cases from physicians throughout the state. A hos- 
pital included in the general setup would be not just a gen- 
eral hospital, it is pointed out, but would be a teaching, diag- 
nostic and research clinic. The service would be on a statewide 
basis and not competitive with private practitioners or other 
hospitals. The patients would be referred by private physi- 
cians but would remain private patients of the doctors who 


sent them. 
TENNESSEE 


State Meeting Canceled.—The Tennessee State Medical 
Association announces the cancellation of its regular meeting, 
which was scheduled to be held April 10-12 in Nashville. 

Personal.—A dinner was held at the Belle Meade Country 
Club, December 15, in honor of Dr. Barney Brooks, professor 
of surgery, Vanderbilt University School of Medicine, Nash- 
ville, who was celebrating his sixtieth birthday.——Dr. Francis 
H. Cole, director of the tuberculosis control division of the 
Memphis and Shelby County Health Department, has been 
given a two year leave of absence. He will go to New York 
City for a postgraduate training course in thoracic surgery 
at Bellevue Hospital. 

Consolidated Medical Assembly of West Tennessee.— 

new medical society has been set up in the state to be 
known as the Consolidated Medical Assembly of West Ten- 
nessee. The idea to form the new unit stemmed from a sug- 
gestion of Dr. Stanford M. Herron, Jackson, secretary of 
the Madison County Medical Society, and on Dec. 5, 1944 a © 
number of physicians met at Jackson from the counties of 
Madison, Chester, Henderson, McNairy, Fayette, Carroll, 
Hardeman, Crockett, Benton, Decatur, Haywood and Gibson 
to discuss the proposed new organization. Officers of the 
new <roup, which will have a membership of about 106, include 
Drs. -Ernest M. Smith, Selmer, president; John W. Morris, 
Somerville, Cornelia J. Huntsman, Lexington, and Roy M. 
Lanier, Brownsviile, vice presidents, and Dr. Herron, secretary 
and treasurer. 

TEXAS 


Clinical Conference Canceled.— The. Dallas Southern 
Clinical Society has voluntarily conceled its spring clinical 
conference scheduled for Dallas, March 19-22. 

Memorial to Physician.—A lounge in the Truett Memo- 
rial Building of Baylor University Hospital, Dallas (Tue 
Journat, Dec. 16, 1944, p. 1041), will be furnished as a 
memorial to Dr. Benjamin H. Freeman, Garland, as the result 
of a gift by Mrs. Freeman, Garland, and her daughter, Mrs. 
Charles Dent, Dallas. 

Grants for Research.— Eli Lilly and Company recently 
made a grant of $2,500 to Dr. Donald Slaughter, dean of 
students, Southwestern Medical College of the Southwestern 
Medical Foundation, Dallas, for the study of aspergillic acid 
and other antibiotics in the department of pharmacology by 
Andres Goth, assistant professor of pharmacology. The Rose 
Lampert Graff Foundation, Los Angeles, recently made a 
grant of $500 to Simon Edward Sulkin, Ph.D., associate pro- 
fessor of bacteriology and immunology at the school for studies 
on neutrotropic viruses. 

GENERAL 


Alcohol Hygiene Bulletin.—Alcohol Hygiene is the pub- 
lication of the recently created National Committee on Alcohol 
Hygiene. It will be published bimonthly for the committee 
by Alcoholism Publications, 2030 Park Avenue, Baltimore 17. 

Film on Rheumatic Fever.— “Jimmy Beats Rheumatic 
Fever,” a fifteen minute sound film strip, has just been released 
by the Metropolitan Life Insurance Company. It was made 
under the supervision of Dr. George M. Wheatley, New York, 
assistant medical director of the company, and the script was 
reviewed by Dr. T. Duckett Jones, Boston. Requests for the 
use of the film should be addressed to the welfare division, 
Metropolitan Life Insurance Company, 1 Madison Avenue, 
New York 10 

Meetings Canceled.—The council of the American Asso- 
ciation of Pathologists and paren cingiats voted unanimously 
to cancel scientific meetings for the year 1945. Proposals for 
membership will be voted on by the council at a meeting to 
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be held in the late spring. They should be in the hands of 
the secretary, Dr. Howard T. Karsner, 2085 Adelbert Road, 
Cleveland, not later than April 1. Members may notify the 
secretary of any other business which they wish to present 
to the council——-The American Urological Association, which 
was to hold its annual meeting at the Claridge Hotel, Atlantic 
City, N. J., June 11-14, has canceled its session——The annual 
meeting of the American Society for Research in Psychoso- 
matic Problems, which was to be held June 15-16 in New 
York, was canceled. , 

Efforts to Combat Rheumatic Fever.—Dr. Betty Huse, 
assistant director of the crippled children’s program of the 
U. S. Children’s Bureau, recently stated that efforts of nine- 
teen states to combat rheumatic fever are “barely a drop in 
the. bucket” but have given enough experience to serve as a 
basis for a future national program. School surveys indicate 
that a half million children have rheumatic fever, it is reported. 
According to Dr. Huse in the New York Times, among chil- 
dren from 5 to 14 years of age in 1942, the last analyzed year, 
1,610 deaths were caused by rheumatic fever, as against 1,441 
by pneumonia and 1,112 by tuberculosis, the two next highest 
causes of death. In the 15 to 19 age group 1,374 deaths were 
caused by rheumatic fever; more deaths, 2,967, were caused 
by tuberculosis; fewer, 917, by pneumonia. At the present 
time, it was stated, only 240 of the 3,082 counties in the 
United States and its possessions have some services available 
for children with rheumatic fever. Eight states, however, con- 
sidered the work so important that a program was launched 
in wartime. The states were Missouri, Montana, Minnesota, 
Nebraska, South Carolina, Wisconsin, Michigan and Idaho. 
New York started the program and later discontinued it 
because of difficulties in getting personnel, it was stated. 

The Pediatric Foundation.—The Bulletin of the Pediatric 
Foundation made its appearance with the December issue and 
discusses the organization of the foundation, chartered March 
31, 1944 as a nonprofit membership corporation to encourage 
greater use of established work for mental and physical health 
in early childhood. The bulletin states that the foundation 
‘will devote its initial effort to two major objectives: 

To aid in the provision of additional facilities, such as clinics, schools 
and camps, for the care, treatment and education of child victims of 
cerebral palsy, an affliction second only to mfantile paralysis as @ cause 
of crippling conditions among children. 

o aid in the provision ot additional centers and other facilities for 
the care, treatment and special education of child victims of rheumatic 
fever and to maintain a demonstration center for the convalescent care 
of such child sufferers, which has been in operation for the last four 
summers at East Hampton, Long Isiand, N. Y. 

The new organization is said to be concerned exclusively 
with fields of service in which needed facilities have not yet 
been adequately provided, but at present its major concern is 
to stimulate the provision of such facilities for the care, treat- 
ment and education of child victims of-cerebral palsy and 
rheumatic fever. The foundation plans to launch certain orig- 
inal projects but, will be equally interested in encouraging 
greater use by physicians and parents of existing facilities of 
proved worth, not duplicating or competing with agencies or 
institutions already established but rather influencing the expan- 
sion of such services. The foundation, which will maintain 
offices at 12 East 4lst Street, New York 17, will be managed 
by a board of directors consisting of ten members and an 
advisory committee of ten members. Mr. Arthur Dunn is 
counsel of the organization, Mary E. Collins assistant secretary- 
assistant treasurer and Mr. Bart Andress the executive vice 
president. 

Edward Stitt Awarded Medal in Tropical Medicine.— 
A gold medal and an honorarium of $500 for outstanding ser- 
vice in the field of tropical medicine were presented Feb- 
ruary 5 by the American Foundation for Tropical Medicine 
to Rear Admiral Edward R. Stitt (M€), retired, formerly 
Surgeon General oi the U. S. Navy. The presentation was 
made on behalf of the foundation by Col. Richard Pearson 
Strong, M. C., director of tropical medicine at the Army 
Medical School, Washington, D. C., last year’s recipient of 
the award and the person for whom the medal was named. 
The medal and honorarium were established in 1944 by the 
Winthrop Chemical Company (Ture JournaL, March 4, 1944, 
p. 660). Known as the Richard Pearson Strong Medal and 
bearing a profile of Colonel Strong on its face, it is to be 
awarded annually for distinguished service in tropical medicine. 
In conferring the award Colonel Strong declared that “Admiral 
Stitt is an exponent of scientific truth in his medical publica- 
tions and reviews. His leadership, inspiring example and 
devotion to work in the field of tropical medicine through 
many years have justly won for him the epithet of ‘Father 
of Tropical Medicine in the United States.” Admiral Stitt 
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graduated at the University of Pennsylvania Department of 
Medicine, Philadelphia, in 1889. In 1913 he wrote the first 
American textbook of tropical medicine. Among other posi- 
tions held by Admiral Stitt are those of Surgeon General 
of the U. S. Navy from 1920 to 1928 and professorships in 
the schools of tropical medicine at Georgetown University, 
George Washington University and the University of the 
Philippines. The principal speaker at the. presentation meeting 
at the University Club, New York, was Major Gen. George 
C. Dunham, M. C., of the Office of the Coordinator of Inter- 
American Affairs, who spoke on “Tropical Medicine and 
International Relations.” 

Educational Campaign on Epilepsy.—The recent distri- 
bution of a pamphlet on “Epilepsy—The Ghost is Out of the 
Closet” is one of the first ventures in an educational campaign 
to disseminate knowledge in this field. The Association to 
Control Epilepsy, 22 East 67th Street, New York 21, and the 
American Epilepsy League, 50 State Street, Boston, are jointly 
sponsoring the campaign. The former group was chartered 
under the University of the State of New York, Education 
Department, by the board of regents, April 21, 1944, and 
officers include Mr. David G. Baird, president, Dr. Tracy J. 
Putnam, vice president, Mr. Spencer B. Witty, treasurer, and 
Mrs. Henry H. Denning, executive secretary. The pamphlet 
is being distributed to teachers and school administrators, doc- 
tors, nurses, social workers, rehabilitation workers, civic edu- 
cational and religious groups and employers of organized labor, 
and to individuals on request to the Public Affairs Committee, 
Inc., 30 Rockefeller Center, New York 20. The Association 
to Control Epilepsy is also sponsoring the Baird Foundation 
Clinic of Beth David Hospital, New York, which was estab- 
lished Aug. 1, 1944 primarily for the study, treatment and 
guidance of children with epilepsy and is said to be the only 
clinic which combines medical, psychologic and social treat- 
ment of persons with epilepsy. Another activity of the Asso- 
ciation to Control Epilepsy is an attempt to reach industry 
through a general educational campaign and direct contact 
with the employer. A brochure is now being prepared clari- 
fying the laws which concern the epileptic with regard to 
employment. In addition, the group’s program includes a 
summer camp for epileptic and nonepileptic children, and plans 
are now under way to send 75 children to a camp in the 
Adirondacks from July 2 to August 27. The association also 
sponsors a private school where a child may be placed to aid 
in his permanent adjustment, and a directory of physicians, 
clinics and schools throughout the United States interested in 
the problem is now being compiled. The American Epilepsy 
League was founded in 1939. 

Teaching Program for Leprologists.—For the last two 
years the Leonard Wood Memorial has cooperated with the 
Office of the Coordinator of Inter-American Affairs in pro- 
viding a year’s teaching program to leprologists from South’ 
America and Mexico. The first group included Drs. Alberto 
Caballero V., Colombia; Eduardo Alberto Carboni, Argentina; 
Rafael Cepeda R., Colombia; Artur Porto Marques, Brazil; 
Augusto Rodolfo Mercau, Argentina; Roberto Numez Andrade, 
Mexico; Luis Rendon Ch., Ecuador, and Glynne Leite Rocha, 
Brazil. The second group is composed of Drs. Rubem David 
Azulay, Brazil; Luiz Marino Bechelli, Brazil; Jose de Jesus 
Castaneda, Mexico; Jacinto Convit, Venezuela; Wallace Craw- 
ford, Canada and China; R. Ben- Gullison, Canada and India; 
Antonio Jasbon-Mantilla, Colombia, and Jorge Suarez, Bolivia. 
After spending two months at the School of English at the Uni- 
versity of Michigan the fellows had a three months course at 
the New York Post-Graduate Medical School and Hospital, 
Columbia University, New York, in dermatology and are now 
at Western Reserve University School of Medicine, Cleveland, 
for a three months course in epidemiology and pathology. 
Completing their work at Western Reserve, they will go to 
the U. S. Marine Hospital (National Leprosarium) at Car- 
ville, La., where they will finish their training with two months 
of work in the clinics. The Office of the Coordinator is 
responsible for the expenses of these men, and the Leonard 
Wood Memorial was responsible for their selection and train- 
ing. The selection was made as a result of a visit to South 
American countries by Malcolm H. Soule, Sc.D., of the Uni- 
versity of Michigan, Ann Arbor, present chairman of the 
medical advisory board of the Leonard Wood Memorial, who 
recommended candidates to the medical board. This group 
made the final selection.. According to Perry Burgess, LL.D., 
New York, president of the Leonard Wood Memorial, the 
results of the program have been most satisfactory. 
memorial, which presents the students with a certificate of 
their studies on their completion, restricted the candidates to 
graduate physicians engaged in antileprosy work. 
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LONDON 


(From Our Regular Correspondent) 
Jan. 27, 1945. 


Reform of Psychiatric Services 

Speaking at the centenary luncheon of the Royal Medico- 
Psychological Association, the minister of health, Mr. Willink, 
predicted important reforms in psychiatric services. Among 
these was unified control of all mental health services under a 
single set of authorities. In every area there should be a single 
body to deal with all aspects of mental health, the minister 
stated, so that they could survey the field as a whole, instead 
of a variety of authorities or combination of authorities, each 
concentrating on a limited section of the entire field. Unified 
control was held essential to the proper development of a com- 
prehensive outpatient service, the first great step toward appli- 
cation of the principles of preventive medicine to mental health. 
There must be a parallel development of the ancillary services, 
Mr. Willink added, for it is uneconomical to leave a highly 
trained psychiatrist to work as best he can without the knowl- 
edge of the patient’s home and occupational background which 
a trained social worker can give him. It is even more wasteful 
to leave a psychiatrist in charge of an outpatient center without 
adequate clerical assistance, he said. 

Psychiatry is still a young specialty and has suffered from 


the relative isolation of many mental hospitals and the difficulty 


which the medical staffs have keeping in touch with general 
medicine, the speaker declared. He was anxious to secure a 
closer relation between mental and general hospitals, he said, 
not only by interchange of staffs but by establishing psychiatric 
units in all the hospitals. The report of the Royal College of 
Physicians on medical education suggested that every teaching 
hospital should have a psychiatric department which should 
form a link with a mental hospital, he pointed out. 

Another important task wou'd be the development of a more 
scientific system of training psychiatrists, it was held. The time 
has gone by when young medical officers should be left to train 
themselves, the minister believes. Psychiatry has suffered from 
being split into too many sections; in the postgraduate training 
of the future a broader view should be taken and mental defi- 
ciency and child psychiatry should be included, he stated. All 
mental hospitals should take part in a well planned scheme of 
research, he said in conclusion. 


The Friends’ Ambulance Unit 

The principles of the Society of Friends prevent members 
from fighting in war, but they have distinguished themselves 
by their ambulance work and relief measures. The December 
Bulletin of the Friends’ Ambulance Unit says seven teams are 
now working in the Netherlands under the direction of the 
civil affairs branch of the army. They receive and register 
refugees, help with medical examination and treatment, provide 
bedding and sleeping rooms, organize catering arrangements 
and volunteers among the refugees and attend to their per- 
sonal problems. They established a communal kitchen to supply 
meals on an emergency basis and converted a large concentra- 
tion camp into a transit center for refugees. They also helped 
to organize survey parties to investigate conditions in Nor- 
mandy. These surveys revealed widespread dysentery, scabies 
and impetigo. Inmates of the former hospice at Falaise were 
. living in byres, as no beds were available. Patients with tuber- 
culosis were lying on straw, and the only persons caring for 
them were a priest and three or four sisters, it was found. 

Mobile surgical teams maintained on the Yunan front in 
China have contributed to raising standards of medical service, 
which are now regarded as the best since the war began. 
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Tenching is the largest city retaken by the Chinese. The arrival 
of the Japanese drove out 75 per cent of the population. Its 
recovery, against which the Japanese fought to the last man, 
reduced it to complete ruin. Corpses of men and horses lay 
in shallow graves and produced a horrible stench. Vultures 
circling over the city were gorged. Now the surgical teams 
of Friends in cooperation with the Chinese Red Cross maintain 
a hospital and a clinic and do public health work which is 
regarded as a model for the future. 


PUERTO RICO 
(From a Special Correspondent) 
Jan. 31, 1945. 
Research on Filariasis 

Two scientists from the research staff of Columbia Univer- 
sity, New York, have been working in San Juan since January 5 
in connection with a major experiment on the strange tropical 
disease filariasis in which more than 25 island patients, includ- 
ing children, have been undergoing special treatment since early 
last summer. These investigators, James T. Culbertson and 
Harry Rose, decline to comment on what success has been 
obtained with their experiment, which is believed to be one of 
the largest of its kind undertaken during the war, but some 
light was shed on their work by a Universal Trade Press Syndi- 
cate correspondent. 

Drug refinements over established technics were placed in use 
early last summer after the two men had come to San Juan to 
supervise the selection of patients and the beginnings of treat- 
ment. The two scientists then returned to New York and a 
steady stream of blood samples were sent to them for study 
during the months preceding their return to San Juan. After 
approximately six months of analysis they returned to San Juan 
on January 5. Part of the experimental treatment was said to 
consist of administration of comparatively new derivatives of 
antimony. At about the same time other New York scientists 
were studying what was reported to be encouraging results 
obtained in the treatment of filariasis with another antimony 
derivative, anthiomaline. Research had been done with this 
drug at St. Croix, Virgin Islands, and it was described by 
doctors here as a big stride toward a cure of the disease. 
Probably the most spectacular of all tropical diseases, filariasis, 
which in the advanced stage results in elephantiasis, has rarely 
been cured heretofore. The return of some war veterans from 
tropical battle areas with the disease accentuated the almost 
insignificant medical problem that the disease formerly created 
in the United States. In Puerto Rico the affliction, while not 
a major medical problem, is described by health officials as 
fairly prevalent. 


Pan American Public Health Meeting in Puerto Rico 

All Latin American nations have been invited to attend a 
conference of the Puerto Rico Public Health Association to be 
held at the School of Tropical’ Medicine in San Juan, Febru- 
ary 14-17, according to Dr. Gullermo Arbona, secretary of the 
organization. Sessions at the school, which are to be held 
primarily on the subject of public health and sanitation, will be 
bilingual. Papers read in Spanish will be summarized in 
English, and vice versa. The British government may be repre- 
sented. Sir Rupert Biercliff of the British West Indies Office 
of Development and Welfare has been invited and has said he 
may come. At least one woman scientist is also expected to 
be present. Dr. Dorethy B. Nyswander, consultant on health 
education of the Office of Inter-American Affairs, has announced 
her intention to attend. In addition to the representatives of 
other American nations, delegates of the sanitary bureau of the 
Pan American Union and representatives of the Coordinator 
of Inter-American Affairs and the United States Public Health 
Service are expected to attend. 
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BRAZIL 
(From Our Regular Correspondent) 
Dec. 30, 1944. 


Study of Coronary Sclerosis 

Dr. Reinaldo Chiaverini and Dr. Paulo Rebocho of the 
Department of Medicine of the University of Sao Paulo have 
just published the results of a clinical and pathologic study of 
coronary sclerosis. For this study they used records of 1,083 
necropsies performed during the year 1942 in the department 
of pathology of the university. Of this total, made up of per- 
sons of both sexes from 1 year of age up to 90 years, they 
found 292 (24.2 per cent) typical cases of coronary sclerosis 
as shown by macroscopic examination alone. There were no 
cases in the group 0-19 years, 6 cases (3.5 per cent of the 
total number in this age group) in the group 20-29 years, 17 
cases (10.4 per cent) in the group 30-39 years, 54 cases (33.9 
per cent) in the group 40-49 years, 62 cases (48.0 per cent) 
in the group 50-59 years, 53 cases (63.1 per cent) in the 
group 60-69 years and 70 cases (83.3 per cent) in the group 
70 years and over. The mean age at death for the whole 
group of 262 cases was 59.5 years. Coronary sclerosis was 
present in 26.4 per cent of the males and 19.8 per cent of the 
females. The mean age of the men was 61.5 years and that 
of the women was 58.8. The condition was found in 27.4 per 
cent of white people and 18.9 of the colored. Coronary scle- 
rosis was more frequent in foreigners (52.0 per cent) than in 
native Brazilians (35.5 per cent), taking into consideration only 
those more than 30 years of age. Brazilians are shown to 
fall victims to coronary sclerosis at an earlier age than are 
foreigners, as the mean age at death was 53.4 years for the 
former and 62.1 for the latter. Coronary sclerosis evolved 
into cardiac insufficiency in 49.6 per cent of the cases studied ; 
it ended in myocardial infarction in 8.4 per cent of the cases; 
in 25.0 per cent of the cases there was hypertrophy of the 
left ventricle (probably through chronic arterial hypertension). 
In a total of 80.9 per cent of the cases there was coexistent 
aortic arteriosclerosis. Coronary sclerosis remained absolutely 
asymptomatic during the whole life of the patient (latent cor- 
onary arteriosclerosis) in some cases. In other instances it 
gave rise to one or more clinical manifestations, such as 
congestive cardiac insufficiency, angina pectoris, electrocardio- 
graphic changes or infarct of the myocardium. 

In each of the 88 patients on whom electrocardiographic 
examination was performed the electric curve revealed some 
change. The electric axis was displaced to the left in 60 
cases, to the right in 5 and was not displaced in 23. Sinus 
rhythm was present in 73, auricular fibrillation in 15 and 
ventricular extrasystole in 19, partial auriculoventricular block 
in 1, branch block in 13 and lesser QRS changes in 61 cases. 
In the majority of cases there were T or ST segment changes. 
In 10 cases there was a P change. The Wassermann reaction 
was positive in 25 out of 78 patients on whom the test was 
made. Hypertension of the peripheral circulation was coex- 
istent in 62 cases, in 10 there was cardiovascular syphilis, in 
2 cardioarticular rheumatism, in 6 chronic pulmonary cardi- 
opathy and in 1 chromic myocarditis from Chagas disease. 


Purification of Vaccine Pulp by Mixture of 
Glycerin and Penicillin 

Dr. Cassio Miranda of the Oswaldo Cruz Institute has pub- 
lished a preliminary note to report the good results of his 
experiments to improve the purification of cowpox vaccine 
pulp through the addition of penicillin to the glycerin routinely 
used for exterminating pathogenic bacteria. This new technic 
may contribute toward solving a problem of first importance, 
as the complete purification of the immunizing material com- 
monly used to vaccinate against smallpox is yet somewhat 
incomplete and defective. It is well known that glycerin is the 
universal purifying material because of its differential germi- 
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cide properties, which may be employed almost without harm- _ 
ful effect on the immunizing virus. But, as glycerin has a 
lesser bactericidal action on cocci that, on the other hand, 
are particularly sensitive to penicillin, Dr. Miranda thought 
it would be a good idea to associate this drug with glycerin 
in order to improve the purification. He used a solution of 
penicillin prepared at the Oswaldo Cruz Institute and con- 
taining 25 Oxford units per cubic centimeter. He mixed and 
finely ground the cowpox pulp taken from 5 different calves 
and put 5 cc. of such ground pulp in three glass tubes, each 
containing a distinct purifying material: in the first tube 5 cc. 
of ground pulp plus 5 ce. of sterilized glycerin, in the second 
tube 5 cc. of pulp plus 5 cc. of penicillin solution and in the 
third tube 5 cc. of pulp plus 5 cc. of a mixture of 50 per cent 
penicillin solution and 50 per cent sterilized glycerin. After 
having been well shaken, the three tubes remained twenty-four 
hours at, room temperature and then were kept in the refrig- 
erator at 6-8 C. After four days each mixture was plated 
on plain agar (0.1 cc. of material in each plate) and incubated 
at 37 C. for forty-eight hours. The plates with pulp plus 
glycerin showed many large colonies, white and yellow, of 
Staphylococcus albus and aureus; the plates with pulp plus 
penicillin showed many small, transparent colonies; the plates 
with pulp plus the mixture of penicillin and glycerin showed 
many colonies of both the transparent and the colored types. 
The plating of material kept for two, six, eight or more days 
in the refrigerator showed a progressive reduction in the 
number of colonies. After thirty days in the refrigerator the 


-material was tested on rabbits for its immunizing capacity, 


giving the same results with the three kinds of mixture. A 
second series of mixtures—pulp plus glycerin and pulp plus 
penicillin—kept for thirty days in the refrigerator showed com- 
plete absence of bacillary forms and the presence of 6,080 
colonies of Staphylococcus albus and aureus in the former 
mixture, while -the latter presented only a thin, transparent 
film of a pure cultured, gram negative bacillus, probably 
Escherichia coli. 

Dr. Miranda is still experimenting with many more details 
of the technic, the results of which will be reported later, 
but from the present beneficial effects he believes that the 
mixture of glycerin and penicillin may be of real value in 
improving the preparation of smallpox vaccine. 


Marriages 


Newron Wessrer Charleston, W. Va., to Miss 
Rosemary Jamison of Gloucestershire, England, in New York, 

ecember 23. 

Rosert Hitton StePHENSON, Brantley, Ala., to Miss Emily 
Thornton Clark at Long Beach, Calif., November 3. 

Henry BowLinc Turner, Memphis, Tenn., to Miss Anne 
Rodgers Doughten in Philadelphia, January 16 

Cyrit Jounstone Jones, New York, to Miss Rose Victoria 
Randoiph at Dorchester, Mass., September 25 

Joun McLean Wixson, Darlington, S. C., to Miss Amelia 
Talbert of Greenwood in Greenville recently. 

Joun L. Jackson III, Wichita Falls, Texas, to Miss Frances 
Harris Lockhart of Galveston, November 29. 

Ropert KuUEFFNER JR., St. Paul, to Miss Elizabeth 
Hunter Berg of New York, January 22. 

Bryan Victor WILLIAMS, Pittsburgh, to Miss Jean Louise 
Davis in Oceanside, Calif., December 2. 

Joun M. Dopp Jr. to Miss Gladys Crawford, both of Ash- . 
land, Wis., at Seattle, January 20. 

Wittiam C. Owens, Baltimore, to Dr. Etta M. Unter of | 
Allentown, Pa., December 27 

Putipe R. Roen, New York, to Miss Florence S. Glickstein 
of Brooklyn, December 23 

Puitie F, NewMAN to Mrs. Rebecca Snyder, both of Allen- 
town, Pa., December 31 
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Fred Houdlett Albee @ noted orthopedic surgeon, died in 
New York February 15, aged 68. 

Dr. Albee was born in Alna, Maire, April 13, 1876. He 
studied at the Lincoln Academy, receiving his A.B. degree at 
Bowdoin College in 1899 and his M.D. at Harvard Medical 
School in 1903. He studied extensively throughout Europe and 
during his career received numerous honorary degrees and 
citations in recognition of his contributions to the field of 
orthopedic surgery, in which he was a pioneer and in which he 
had devised new technics. He had served as professor and 
director of the department of orthopedic surgery at the New 
York Post-Graduate Medical School, Columbia University, and 
as professor at the University of Vermont College of Medicine, 
holding honorary professorships at the University of San 
Marcos, Lima, Peru, and the College of Physicians and Sur- 
geons, Atlanta, Ga. He had been consulting surgeon to various 
hospitals, to the Pennsylvania Railroad System and Seaboard 
Air Line, consultant in orthopedics to the Byrd Antarctic 
Expedition and member of the advisory orthopedic council to 
the Surgeon General of the U. S. Army..: 

Dr. Albee was a member of scientific groups in both the 
United States and countries throughout the world. He was a 
life member of the American College of Surgeons, once serving 
as a member of its board of governors, founder of the Inter- 
national Society of Orthopedic Surgeons and formerly president 
of the Association of Surgeons of the Pennsylvania Railroad, 
American Orthopaedic Association, American Academy of 
Orthopaedic Surgeons, Pan American Medical Association and 
the International College of Surgeons, and he had been certified 
by the American Board of Orthopaedic Surgery. He had been 
a member of President Hoover’s Conference in Child Health 
and Protection. 

During World War I he held the rank of colonel in the 
Medical Reserve Corps, serving as chief of staff of General 
Hospital number 3 at Colonia, N. J., a unit which he helped 
establish and which, as the result of the work done there, became 
the first rehabilitation center, later evolving into the various 
facilities of the New Jersey Rehabilitation Commission. In 

, for his twenty years’ service as chairman of this com- 
mission, he was honored with a testimonial dinner sponsored 
by the state department of labor and rehabilitation. He had 
demonstrated original surgical methods of bone grafting in 
Germany, England and France in 1914 and in the military hos- 
pitals of France in 1916. He was the official representative of 
the Medical Corps of the U. S. Army to the Inter-Allied 
Congress in Rome, Paris and Bologna in 1919 and of the U. S. 
Army at the Netherland Orthopedic Congress in Amsterdam 
in 1923. He was the honorary American president of the 
International Congress for Industrial Accidents and Diseases 
in Amsterdam in 1925 and in Budapest in 1927 and, in 1933, 
founder of the Florida Medical Center, Venice. 

Among Dr. Albee’s prolific contributions to the literature are 
’ Bone Graft Surgery, 1915, Orthopedic and Reconstructional 
Surgery, 1919, Injuries and Diseases of the Hip, 1927, Bone 
Graft Surgery in Disease, Injury and Deformity, 1940, and a 
Surgeon’s Fight to Rebuild Men, 1943 

Robert Tuttle Morris ® prominent for his contributions 
to the specialties of gynecology and surgery, died at the Stam- 
ford Hospital, Stamford, Conn., January 9, aged 87, of cerebral 
thrombosis and generalized arteriosclerosis. 

Dr. Morris was born in Seymour, Conn., May 14, 1857. He 
studied at Cornell University from 1876 to 1879, taking his 
M.D., degree at the Columbia University College of Physicians 
and Surgeons in 1882, In 1891 he was given an honorary A.M. 
by Centre College in Kentucky. Dr. Morris evinced an early 
interest in surgery, going to London to observe Lister’s technic. 
From 1899 to 1917, when he became emeritus, Dr. Morris was 
professor of surgery at the New York Post-Graduate Medical 
School, where he had earlier served as adjunct professor of 
surgery and instructor in clinical surgery. He devised many 
new surgical technics, creating one in operations for appendi- 
citis which now bears his name. Garrison’s History of Medi- 
cine credits Dr. Morris with many technical improvements and 
original ideas. 

Dr. Morris held membership in a number of scientific socie- 
ties, serving as president in 1907 of the American Association 
of Obstetricians and Gynecologists and in 1916 of the American 
Therapeutic Association, and for many years of the Physicians 
Home, Inc. He was a fellow of the American College of 
Surgeons. 

Dr. Morris had written extensively, including “How We 
Treat Wounds Today,” “Lectures on Appendicitis,” “Hopkins’s 
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Pond,” “Dawn of the Fourth Era in Surgery,” “Tomorrow’s 
Topics Series,” “Microbes and Men,” “A Surgeon’s Philosophy,” 
“Doctors versus Folks,” “The Way Out of War,” “Nut Grow- 
ing” and “Editorial Silence.’ His monographs and volumes 
dealt with practically all subjects, from early geological forma- 
tions to the United States Senate. 

After his retirement from active practice in 1917 Dr. Morris 
devoted most of his time to the philosophy of the naturalist, 
growing nut trees, planting twenty-six varieties of chestnuts, 
and observing birds and animals. 

William Newbold Bispham @ Colonel, U. S. Army, 
retired, Baltimore; University of Maryland School of Medi- 
cine, Baltimore, 1897; lecturer in medicine at his alma mater ; 
associate member of the Medical and Chirurgical Faculty of 
Medicine; veteran of the Spanish-American War and World 
War I; entered the medical corps of the U. S. Army as an 
assistant surgeon in 1900; became a captain in 1905, major in 
1909, lieutenant colonel in 1917 and colonel in 1926; had been 
with the Militia Bureau from 1928 to 1932; assigned to the 
headquarters of the American Medical Association as liasion 
officer, Surgeon General’s Office, U. S. Army, during World 
War I: fellow and for many years a member of the board of 
governors of the American College of Surgeons; member of 
the American Association of Tropical Medicine, the National 
Malaria Committee and the Baltimore City Medical Society; 
author of the recently published k, “Malaria”; wrote the 
Training Volume of the history of the Medical Department of 
the United States Army in the World War; died in the Uni- 
versity Hospital January 1, aged 69, of cardiac decompensation, 
diverticulitis and renal failure. 

John Quincy Myers @ Charlotte, N. C.; North Carolina 
Medical College, Davidson, 1904; member of the House of 
Delegates of the American Medical Association in 1920 and 
1921, 1937, 1938 and 1939; past president of the Medical 
Society of the State of North Carolina and the Mecklenburg 
County Medical Society; formerly member of the state board 
of medical examiners; served as president of the North Caro- 
lina Board of U. S. Pension Examiners; organizer and first 
secretary-treasurer of the North Carolina Hospital Association ; 
member of the draft board of Charlotte during World War I; 
founder and at one time owner of the Tranquil Park Sani- 
tarium; medical referee of the Life Extension Institute, Metro- 
politan Life Insurance Company and the North Western Life 
Insurance Company; chairman of the Charlotte Medical Com- 
mittee, Procurement and Assignment Service and the U. S. 
Manpower Commission since 1942; died December 3, aged 67, 
of coronary thrombosis. 

John William Flinn @ Prescott, Ariz.: McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1895; specialist 
certified by the American Board of Internal Medicine; fellow 
of the American College of Physicians; member of the House of 
Delegates of the American Medical Association from 1920 to 
1922; past president of the Arizona State Medical Association ; 
member of the National Tuberculosis Association; member of 
the school board, and president of the board of directors of the 
Hassayampa Hotel; president of the chamber of commerce, 
1912-1913; at one time member of the board of regents of 
the University of Arizona; medical director and owner of the 
Pamsetgaaf Sanatorium; president of the Prescott Community 
Hospital staff; received an honorary M.A. degree from the 
University of Arizona in 1921; died November 21, aged 74, 
of carcinoma of the rectum. 

Aaron Brown ® New York; Cornell University Medical 
College, New York, 1906; assistant clinical professor of medi- 
cine at the New York University College of Medicine; spe- 
cialist certified by the American Board of Internal Medicine; 
member of the American Association for the Study of Allergy 
and the Society for the Study of Asthma and Allied Condi- 
tions; founder and once president of the Phi Delta Epsilon 
Fraternity; served as medical inspector for the city board of 
health; assistant visiting physician, Bellevue Hospital; attend- 
ing immunologist, Midtown Hospital, and consulting physician 
to the Bronx Hospital; died January 24, aged 60, of coronary 
thrombosis. 

Walter E. Bartlett, Elkton, Ky.; University of Nashville 
(Tenn.) Medical Department, 1896; member of the American 
Medical Association; died in Clarksville, Texas, November 11, 
aged 82. 

Julia Mary Lewandowski Bauman ® Holyoke, Mass.; 
Woman's Medical College of Pennsylvania, Philadelphia, 1911; 
died November 17, aged 62. 

Edwin Hamilton Bidwell, Niles, Mich.; Dartmouth Medi- 
cal School, Hanover, N. H., 1884; on the staff of the Pawating 
Hospital; died November 13, aged 84. 
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Charles Robert Blake ® Richmond, Calif.; Medical 
Department of the University of California, San Francisco, 
1891; for thirty-four years health officer of Richmond; mem- 
ber of the honorary staff of the Richmond Hospital, where he 
died December 27, aged 76, of chronic nephritis and uremia. 

B. Ray Browning, Littleton, N. C.; ary 09 pe of Mary- 
land School of Medicine, Baltimore, 1891: local surgeon for 
the Seaboard Airline Railway; died ‘November 26, aged 77, of 
cardiorenal vascular disease. 

William Earl Bryan ® Chattanooga, Tenn.; University of 
Tennessee College of Medicine, Memphis, 1917; served during 
World War I; past president of the Chattanooga and Hamilton 
County Medical Society; on the staff of the Erlanger Hospital ; 
died December 29, aged 58. 

John A. Cameron, Pickford, Mich.; Detroit College of 
Medicine, 1896; also a pharmacist; died in Miami Beach, Fla., 
December 17, aged 78, of cerebral hemorrhage. 

Victor Alvin Carriere, St. Louis; Homeopathic Medical 
College of Missouri, St. Louis, 1896; died in Clayton Decem- 
ber 18, aged 71, of coronary occlusion. 

William Wright Christian, St. Paul; New York Homeo- 
pathic Medical College and Hospital, New York, 1895; died 
in the Ancker Hospital November 4, aged 75, of ‘hypertensive 
heart disease and myocardial infarction. 

Christopher Columbus Cooke, Richmond, Va.; 
University College of Medicine, Washington, D. 'C 
served an internship at City Hospital number 2, in St. eu: 
on the staff of the Richmond Community Hospital ; died 
December 1, aged 60, of hypertensive heart disease. 

Edward Moses Corbin, Sullivan, Ind.; Marion-Sims Col- 
lege of Medicine, St. Louis, 1899; member of the American 
Medical Association ; honorary member of the Indiana State 
Medical Association ; died December 12, aged 76, of coronary 
occlusion. 

Allen Corson ® Ocean City, N. J.; Hahnemann Medical 
College and Hospital of Philadelphia, 1907 ; past president of 
the Medical Society of Cape May County ; in 1935 president 
of the New Jersey State Homeopathic Medical Society; on 
the staff of the Shore Memorial Hospital, Somers Point; died 
in Princeton December 25, aged 63, of cerebral hemorrhage. 

Claud Burton Crawford, Blue Ridge, Ga.; Medical Col- 
lege of Alabama, Mobile, 1905; member of the American Medi- 
cal Association; secretary of the Blue Ridge Medical Society ; 
city physician ; died November 7, aged 71, of uremia. 

J. Seely Cummins, Warwick, N. Y.; the Hahnemann 
Medical College and Hospital, Chicago, 1891; for many years 
health officer of the village and town of Warwick; health 
officer of Greenwood Lake village; for fifteen years physician 
to the Orange County Farm; died December 10, aged 87, of 
arteriosclerosis. 

Charles Tinsley Davis, Memphis, Tenn.; Vanderbilt Uni- 
versity Schooi of Medicine, Nashville, 1881; died November 27, 
aged 85, of chronic nephritis and uremia. 

Isaac Alexander Dunlap, Sutherlin, Ore.; 
Medical Missionary College, Battle Creek, Mich., and Chicago, 
1899; at one time physician in charge of the Walla Walla 
Sanitarium, College Place, Wash.; died in the Portland Sani- 
tarium, Portland, in November, aged 85, of coronary disease. 

Robert George Feek, Au Sable Forks, N. Y.; Trinity 
Medical College, Toronto, Ont., Canada, 1891 ; for man years 
health officer of the town of Moira ; died December 17, aged 
88, of pernicious anemia. 

James William Fleming, Utica, N. Y.;, Albany Medical 
College, Albany, N. Y., 8; member of the American Medi- 
cal Association; school physician; on the staff of the Faxton 
Hospital ; died January 21, aged 63, of heart disease. 

Edgar Newton Fought, Philadelphia; Jefferson Medical 
College of Philadelphia, 1905 ; died in the Philadelphia General 
Hospital December 25, aged 67, of cardiovascular disease. 

William F. Gardiner, San Diego, Calif.; Albany Medical 
College, 1883; died December 3, aged | 87, of congestive heart 
disease. 

Angelo David Garibotti, Santa Cruz, Calif.; Creighton 
University School of Medicine, Omaha, 1938; member of the 
American Medical Association : interned at the Creighton 
Memorial St. Joseph's Hospital in Omaha; on the staffs of 
the Santa Cruz Hospital, Santa Cruz County Hospital and 
Sisters Hospital, where he died December 14, aged 32, of mush- 
room poisoning. 

Luiz Rodrigues Gaspar, Honolulu, Hawaii, Université 
Libre de Bruxelles Faculté de Médecine, Belgium, 1897; died 
in Oakland, Calif., November 24, aged 70, of chronic ‘inter- 
stitial nephritis and arteriosclerosis. 
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Samuel Gellert ® New York; Columbia University Col- 
lege of Physicians and Surgeons, New York, 1904; member 
of the National Gastroenterological Association; on the staff of 
the City Hospital, Welfare Island; died November 2, aged 63, 
of lymphoma. 

John Weaver Gordon ® Clearfield, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1903; 
served an internship at the Presbyterian Hospital, Philadel- 
phia; medical examiner of the draft board during World War 
I; fellow of the American College of Surgeons; head of the 
Swoope Maternity Unit, chief gynecologist and obstetrician, 
and president of the staff, Clearfield Memorial Hospital, where 
he died December 19, aged 66, of an embolism. 

Samuel A. Greenberg ® Forest Hills, N. Y.; Université 
de Lausanne Faculté de Médecine, Switzerland, 1941; interned 
at the Queen’s General Hospital in Jamaica; died in the Jewish 
Hospital, Brooklyn, November 4, aged 28, of subacute endo- 
carditis. 

Jason Grant Hanks, Everett, Pa.; Jefferson Medical Col- 
lege of Philadelphia, 1890; member of the American Medical 
Association; president of the First National Bank; died in the 
Memorial Hospital, Cumberland, Md., December 14, aged 79, 
of arteriosclerosis and hypertrophy of the prostate. 

Nelson Lewis Hansen, Emerson, Neb.; Sioux City (Iowa) 
College of Medicine, 1903; physician and surgeon for the Chi- 
cago, St. Paul, Minneapolis and Omaha Railroad; died Novem- 
ber 26, aged 68, of Parkinson’s disease. 

John Hamilton Hansford, Pratt, W. Va.; University of 
Louisville (Ky.) Medical Department, 1888; member of the 
American Medical Association; honorary life member of the 
West Virginia State Medical Association; formerly on the staff 
of the Sheltering Arms Hospital and Training School for 
Nurses, Hansford; served as surgeon for the Chesapeake and 
Ohio Railway Company; died December 26, aged 80, of coro- 
nary thrombosis. 

Chester Ellis Harris ® Basin, Wyo.: College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1906; fellow of the American College 
of Surgeons; interned at the Michael Reese Hospital in Chi- 
cago; served in France as a captain in the medical corps of 
the U. S. Army during World War I; died December 21, 
aged 63, of coronary occlusion. 

Edward Everett Hawes, Hyannis, Mass.; University of 
Vermont College of Medicine, Burlington, 1886; member oi the 
American Medical Association ; member of the senior staff of 
the Cape Cod Hospital, where ‘he died November 30, aged 82, 
of arteriosclerosis and pneumonia. 


Alfred Irwin Hayes, Denver; Colorado School of Medi- 
cine, Boulder, 1896; member of the American Medical Asso- 
ciation; associate and honorary member of the Colorado State 
Medical Society; at one time mayor of Goldfield, Colo.; on the 
staff of the Presbyterian Hospital; died in St. Luke’s Hospital 
November 25, aged 75, of spontaneous pneumothorax and myo- 
carditis. 

James Olin Horne Jr., St. George, S. C.; Medical Col- 
lege of the State of South Carolina, "Cliartetces, 1943, under 
the Army Specialized Training Program and was commissioned 
a first lieutenant in the medical corps, Army of the United 
States; went on inactive duty in order to complete an intern- 
ship and j junior residency at the Medical Center of Jersey City; 
died December 8, aged 27, of lobar pneumonia. 

Harry Lee Howell ® Bloomington, Ill.; Rush Medical 
College, Chicago, 1904; county coroner; served during World 
War I; on the staffs ‘of the Brokaw Hospital, Normal, 
Mennonite Hospital ; died December 16, aged 66, of emphysema. 

William Thomas Huddleston, Konawa, Okla.; Vander- 
bilt University School of Medicine, Nashville, Tenn., 1895; 
member of the American Medical Association; died Novem- 
ber 30, aged 77, of heart disease. 

Solomon L. Hull, Central City, Neb.; Rush Medical Col- 
lege, Chicago, 1889; died in Omaha October 3, aged 91, of 
bronchopneumonia. 

John Davies Jackson ® Danville, Ky.; College of Physi- 
cians and Surgeons of San Francisco, 1902 ; fellow of the 
American College of Surgeons; for many years physician and 
— for the Kentucky School for the Deaf; for twent 

a member of the city board of education; on the staff 
oH the Ephraim McDowell Memorial Hospital ; ‘local surgeon 
for the Louisville and Nashville Railroad; died December 13, 
aged 68, of coronary thrombosis. 

Albertus Jeffers, Smith Center, Kan.; Kentucky School of 
1907; served as president of the Smith 
County Medica! Society ; December 3, aged 62, of cerebral 
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. Henry Jelen, Boston (licensed in Massachusetts by years 
of practice); died in the Memorial Hospital, Chelsea, Mass., 
December 13, aged 78, of coronary thrombosis. 

Curtis C. Johnson ® Buffalo; University of Buffalo School 
of Medicine, 1920; attending obstetrician on the staff of the 
Millard Fillmore and Deaconess hospitals; died in Minot, N. D., 
December 22, aged 50, of coronary thrombosis. 

William Barner Karstetter, Indianapolis; University of 
the City of New York Medical Department, New York, 1884; 
died December 2, aged 84, of arteriosclerosis. 

Thomas Francis Kelly, New York; New York University 
Medical College, New York, 1897; member of the American 
Medical Association; served on the staffs of the New York, 


St. Vincent’s and Roosevelt hospitals and the Vanderbilt Clinic ; 


died November 15, aged 72, of acute cardiac dilatation. 

Edward Vincent Killelea, Fitchburg, Mass.; Baltimore 
Medical College, 1903; died October 28, aged 63, of pulmonary 
tuberculosis. 

Harry Jennings Knapp ® Newport, R. I.; Long Island 
College Hospital, Brooklyn, 1892; on the consulting staff and 
for many years an active member of the regular staff, New- 
port Hospital; died in the Roosevelt Hospital, New York, 
December 17, aged 74, of chronic myocarditis. 

Frank John Kuta, Cleveland; University of Wooster Medi- 
cal Department, Cleveland, 1907; died December 14, aged 69, 
of pneumonia. 

John E. Lee, Venice, Ill.; Keokuk (Ia.) Medical College, 
1902; member of the American Medical Association; for many 
years mayor of Venice; president-of the First National Bank 
of Madison; died December 8, aged 69, of cerebral hemorrhage. 

William Harvey Leffler @ Chicago; Chicago College of 
Medicine and Surgery, 1908; on the staff of the Lutheran 
Deaconess Hospital, where he died December 16, aged 69, of 
coronary occlusion. 

Wiley Ernest Lindsay, Winchester, Tenn.; University of 
Tennessee Medical Department, Nashville, 1905; died Decem- 
ber 13, aged 61, of cerebral hemorrhage. 

Malcolm Robert Markson, Milwaukee; Chicago aaaege 
of Medicine and Surgery, 1916; served during World War I; 
on the staff of the Veterans Administration Facility; died 
January 19, aged 58, of pneumonia. 

Wayne Hamilton May ® Minneapolis; University of Min- 
nesota College of Homeopathie Medicine and Surgery, Minne- 
apolis, 1907; on the staff of St. Barnabas Hospital; died in a 
hospital at Hibbing, Minn., November 6, aged 67, of dissecting 
aneurysm. 

Ralph Kleckner Mead, Chowchilla, Calif.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1903; 
served as surgeon for the Buffalo and Susquehanna Railwa 
Company; died in the Peralta Hospital, Oakland, October 12, 
aged 65. 

Louis Wesley Meckstroth ® Chicago; University of 
Minnesota College of Medicine and Surgery, Minneapolis, 1893; 
died December 12, aged 75, of coronary thrombosis. 

John Morton Meloy, Greenfield, Ind.; Kentucky School 
of Medicine, Louisville, 1890; formerly medical officer at the 
Indiana Reformatory, Pendleton; died December 2, aged 82, 
of coronary thrombosis. 

Madeline Ann Muldoon Melson ®@ Little Rock, Ark.; 
University of California Medical School, San Francisco, 1924; 
member of the American Academy of Pediatrics; interned at 


the University of California Hospital; formerly fellow in pedi- — 


atrics at Mayo Foundation, Rochester, Minn.; served as sec- 
retary of the Arkansas State Pediatric Association; member 
of the attending staff of St. Vincent’s Infirmary; died Jan- 
uary 12, aged 47, of heart disease. ; 

William Lucius Meng, Fergus Falls, Minn.; the Hahne- 
mann Medical College and Hospital, Chicago, 1910; served 
»verseas during World War I; on the staff of the Fergus Falls 
State Hospital; formerly on the staffs of the Veterans Admin- 
stration facilities in Marion, Ind., and Perry Point, Md.; died 
nm St. Luke’s Hospital January 9, aged 64, of carcinoma of the 
rectum and liver. 

William Daniel Mueller @ Lieutenant Colonel, U. S. 
Army, retired, Traverse City, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1899; mem- 
ber of the American Psychiatric Association; served during 
World War I; entered the medical corps of the U. S. Army 
as a captain in 1920; promoted to major in 1929 and lieutenant 
colonel in 1937; retired Aug. 31, 1939; died in the Letterman 
General Hospital, San Francisco, Aug. 28, 1944, aged 68, of 
carcinoma of the pancreas. 
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George Stephen Munson, Albany, N. Y.; Albany Medical 

ollege, 1880; member of the American Medical Association; 
eye surgeon for the New York Central Railroad for more than — 
fifty years; consulting oculist, St. Peter’s ‘Hospital ; died Decem- 
ber 9, aged 88, of injuries received when struck by an auto- 
mobile in New York. 


John William Neal, Monroe, N. C.; University of the 
City of New York Medical Department, New York, 1884; 
member of the American Medical Association; died in a Char- 
lotte hospital November 10, aged 85. 


William Northrup, Grand Rapids, Mich.; Western Uni- 
versity Faculty of Medicine, London, Ont., Canada, 1894; mem- 
ber of the American Medical Association; served during World 
War I; fellow of the American College of Physicians; past 
president of the Kent County Medical Society; superintendent 
of the Michigan State Reformatory, lonia; on the consulting 
staff of the Butterworth Hospital, St. Mary’s Hospital and the 
Blodgett Memoriai Hospital, where he died December 9, aged 
77, of gangrenous appendicitis. 

John Hamilton Nye, Cromwell, Ind.; Medical College of 
Indiana, Indianapolis, 1892; member of the American Medical 
Association; died January 9, aged 75, of cerebral hemorrhage. 

Peter M. Ostrander, York, N. Y.; Homeopathic Hospital 
College, Cleveland, 1883; formerly health officer in Nunda and 
a member of the Rotary Club; died November 26, aged 92, of 
cerebral arteriosclerosis. 

J oseph Barnes Palmer, Thomasville, Ga.; University of 
Georgia Medical Department, Augusta, 1904; member of the 
American Medical Association; on the staff of the John D. 
Archbold Memorial Hospital; died November 3, aged 67, of 
coronary thrombosis. 

ohn C. Parrish ® Vandalia, Mo.; American Medical 
College, St. Louis, 1877; Marion Sims College of Medicine, 
St. Louis, 1891; member of the board of public works; local 
surgeon for the Alton Railroad for many years; died Decem- 
ber 4, aged 90 

Robert J. Payne, Stafford, Va.; University College of 
Medicine, Richmond, 1899; member of the American Medical 
Association; past president of the Fredericksburg Medical 
Society ; formerly mayor, member of the city council and cham- 
ber of commerce of Fredericksburg; died December 9, aged 71. 

Daniel Edgar Pugh, Utica, N. Y.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1911; n:em- 
ber of the American Medical Association; served overseas 
during World War I; examiner for the Veterans Bureau; 
formerly deputy health officer of the city of Utica; past presi- 
dent and secretary of the Medical Society of the County of 
Oneida; on the staff of St. Luke’s Hospital; died January 11, 
aged 57, of cerebral hemorrhage following an automobile 
accident. 

Jesse Baldwin Rutherford, Washington, D. C.; National 
University Medical Department, Washington, 1889; died in St. 
Elizabeths Hospital December 27, aged 87, of hypostatic pneu- 
monia and arteriosclerotic heart disease. 

James Joseph Ryan ® New Orleans; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1899; 
during World War I was chief medical officer of the Loyola 
Medical Unit at Camp Martin; from 1914 to 1924 professor 
of anatomy at Loyola University; on the staff the New 
Orleans Eye, Ear, Nose atid Throat Hospital from 1915 to 
1917; senior surgeon on the staff of the Mercy Hospital and 
the Hotel Dieu, where he died November 24, aged 65, of hemi- 
plegia and hypertension. 

Guy W. L. Sandford, Madison Heights, Va.; University 
College of Medicine, Richmond, 1900; died November 6, aged 
70, of angina pectoris. e 

Harry Louis Schultz ® Joliet, Ill.; Chicago College of 
Medicine and Surgery, 1917; since 1941 medical director of the 
Elwood Ordnance Plant; served during World War I; formerly 
on the staffs of Elmhurst Community Hospital, Elmhurst, Silver 
Cross Hospital, Joliet, and the Hospital of St. Anthony de 
Padua, Chicago; died December 17, aged 51, of coronary 
thrombosis. 

Ford Wylis Sellars, East Milton, Mass.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1882; died January 3, aged 93, of pneumonia. 

Howard Clay Sevier ® Tallulah, La.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1912; coroner 
of Madison Parish; died in the Mayo Clinic, Rochester, Minn., 
October 28, aged 55. 

Arthur Louis Sherrill, Evanston, Ill.; New York Univer- 
sity Medical College, New York, 1898; Cornell University 
Medical College, New York, 1899; assistant medical director 
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of the Equitable Life Assurance Company; died in St. Luke’s 
Hospital, Chicago, December 2, aged 74, of generalized arterio- 
sclerosis. 

William K. Skilling, Baltimore; Johns Hopkins Univer- 
sity School of Medicine, Baltimore, 1911; member of the Ameri- 
can Medical Association; director, bureau of child hygiene, city 
health department ; died in the Union Memorial Hospital 
November 20, aged 59, of cerebral hemorrhage. 

James Will Smith, Aurora, Mo.; Physio-Medical College 
of Indiana, Indianapolis, 1901 ; member of the American Medical 
Association; died December 4, aged 66, of coronary thrombosis. 

Ralph Merle Smith ® Glendale, Calif.; College of Medical 
Evangelists, Los Angeles, 1916; fellow of the American Col- 
lege of Surgeons; instructor in surgery at his alma mater; 
served during World War I; formerly. on the staffs of the 
Riverside Community Hospital, Riverside, Loma Linda Sani- 
tarium and Hospital, Loma Linda, and the Riverside County 
Hospital, Arlington; surgeon on the staff of the Glendale 
Sanitarium and Hospital; died November 28, aged 57. 

Roscoe Likes Smith, Los Angeles; John A. Creighton 
Medical College, Omaha, 1908; specialist certified by the 
American Board of Radiology, Inc.; at one time in charge of 
the department of radiology at the ‘Lincoln General Hospital, 
Lincoln, Neb.; died November 7, aged 60. 
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Frederick Gaither Thayer, Medford, Ore.; Northwestern 
University Medical School, Chicago, 1907 ; at various times 
city health officer, member of the water board and on the city 
planning commission; died November 14, aged 63. 

Willis C. Trowbridge, Goldendale, Wash.; 
te College of Kansas City, Mo., 1900; died November 20, 
aged 71. 

Phoebe May Bogart Van Voast ® New York; Johns 
Hopkins University School of Medicine, Baltimore, 1906: con- 
sulting physician at the Morrisania Hospital; died January 19, 
aged fe of coronary thrombosis. 

Leslie A. Weaver, Ironwood, Mich.; Milwaukee Medical 
College 1901; died November 20, aged 69, of cerebral throm- 


" wis Michael Wilson, Brunswick, Mo.; National Univer- 
sity of Arts and Sciences Medical Department, St. Louis 1914; 
served during World War I; died in the Woodland Hospital, 

oberly, November 27, aged 58, of coronary occlusion. 

Samuel Clyde Wilson ® Oxford, Pa.; Baltimore Medical 
College, 1908; found dead November 1, aged 63, of cardiac 
thrombosis. 

Leopold Walter Wuesthoff, A gee Calif.; Sioux City 
College of Medicine, Sioux City, 1 died November 20, aged 
71, of bronchopneumonia and coronary heart disease. 


Lievt. Witt1am Carey 


MC), U.S.N.R., 1917-1944 M. 


Henry M. Stadt, Glendale, Calif.; St. Louis College of 
Physicians and Surgeons, 1893; died in Los Angeles Novem- 
ber 27, aged 74, of cerebral hemorrhage. 

Robert Brown Stille ® Many, La.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1930; interned at 
the Charity Hospital of Louisiana, New Orleans; for many 
years director of the Sabine State Bank and Trust Company, 


resigning in April 1944; died December 26, aged 39, of heart 


disease. 


John Magruder Sutton, Lincoln, Kan.; University Medical 
College of Kansas City, Mo# 1908; died in the Ellsworth Hos- 
pital, Ellsworth, November 22, aged 70, of chronic nephritis and 
uremia. 

Murray Tate, Memphis, Tenn.; University of Tennessee 
Medical Department, Nashville, 1910; served during World 
War I; died in the Veterans Administration Facility Novem- 
ber 27, ‘aged 62, of cerebral hemorrhage and hypertension. 

Charles Curtice Taylor ® Cooper, Texas; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1894; for three 
years medical examiner for the Selective Service Board : served 
as city health officer of Cooper, and county health officer of 
Delta County; died December 1, aged 73, of diabetes mellitus 
and ascites. 

David Armstrong Taylor, San Francisco; Milwaukee 
Medical College, 1906; assistant clinical professor. of obstetrics 
and gynecology emeritus at the University of California Medical 
School; died in the Stanford Hospital lomuiie 2, aged 74, of 
coronary occlusion. 


Cart. RusBin Evans 


C., A. U. S., 1916-1944 


Capt. Irvinc Ropert TEITELBAUM 
M. C., A. U. S., 1912-1944 


Robert Kirk Young, Detroit; Detroit College of Medicine, 
1894; veteran of the Spanish-American War and World War 


I; died November 25, aged 73, of coronary thrombosis. 


KILLED IN ACTION 


Philip William Carey, Brookline, Mass.; Harvard 
Medical School, Boston, 1943; served an internship at the 
Hartford Hospital, Hartford, ‘Conn. ; ; commissioned a lieu- 
tenant (jg) in the medical corps, U. S. Naval Reserve, on 
April 13, .1943; ordered to St. Albans, N. Y., and later 
to Camp LeJeune, North Carolina; attached to the first 
marine division, medical corps, first tank battalion; died 
in the Pacific area Sept. 16, 1944, aged 27, of a gunshot 
wound of the chest. 


Rubin Evans.—The photograph of Dr. Evans_ was 
obtained after publication of his obituary in Tue Jour- 
NAL, January 13, page 117 

Irving Robert Teitelbaum, New York; Universitat 
Basel Medizinische Facultat, Switzerland, 1937 ; member 
of the American Medical Association; interned and later 
clinical assistant in medicine at the Hospital for Joint 
Diseases; commissioned a first lieutenant in the medical 
corps, Army of the United States, on April 11, 1942; 
later promoted to captain; killed in action in the European 
area Aug. 8, 1944, aged 32, 
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Bureau of Investigation 


MISBRANDED PRODUCTS 


Abstracts of Notices of Judgment Issued by the Sood 
and Drug Administration of the Federal 
Security Agency 


[Eprrorra Note.—These Notices of Judgment are issued 
under the Food, Drug and Cosmetic Act, and in cases in 
which they refer to drugs and devices they are designated 
D.D.N.J. and foods, F.N.J. The abstracts that follow are 
given in the briefest possible form: (1) the name of the 
product; (2) the mame of the manufacturer, shipper or con- 
signer; (3) the date of shipment; (4) the composition; (5) 
the type of nostrum; (6) the reason for the charge of mis- 
branding, and (7) the date of issuance of the Notice of 
Judgment. ] 


Bi-Sal Tablets.—Oxford Products, Inc., Cleveland. Shipped April 7, 
1942. Composition: in each tablet % grain of phenolphthalein, and 
unnamed amounts of. extracts of plant drugs, including nux vomica 
and a laxative, as well as ar extract of bile. Misbranded in that the 
description “Panogestic Enzymes with Bile Salts Compound’’ was mis- 
leading, since the product was essentially a laxative and its physiologic 
activity was due principally to phenolphthalein, which is neither an 
enzyme nor a bile constituent, but a coal-tar derivative. 
branded because of a statement falsely representing that the nostrum 
would be an effective treatment of gallbladder and bile duct infection. 
Further misbranded because labeling failed to give adequate directions 
for us: or to warn that a laxative should be taken only occasionally 
when needed.—[{D.D.N.J., F.D.C. 837; December 1943.) 


Eez-all Germicide for the Skin.—Adolph F. Frick, San Francisco. 
Shipped April 3, 1941. Composition: small amounts of a phenolic com- 
pound and free ammonia, with alcohol and water. Adulttrated because 
strength differed from what it purported to possess; misbranded in that 
it was not a germicide or a pain reliever as represented by its name; that 
it consisted of two or more ingredients, though the label did not give the 
common or usual name of each, and that the label did not bear adequate 
directions for use-—-[D. D. N. J., F. D. C. 854; May 1944.] 


Hanford’s Balsam of Myrrh.—G. C. Hanford Mfg. Company, Syracuse, 
N. Y. Shipped April 11 and May 19, 1942. Composition: essentially 
alcohol, water, myrrh, benzoin and chlorthymol. Misbranded because 
labels falsely represented it to’ be efficacious in treating sprained ankle, 
frostbite, athlete’s foot, minor skin irritations, cuts and ises, among 
other things.--[D.D.N.J., FD.C. 834; December 1943.} 


Hyde Brand Vitamins A, B:, D, G Capsules.—McCambridge and 
McCambridge Company, Washington, D. C. Shipped April 18, 1942. 
Composition: not more than 750 U. S. P. units of vitamin D, and only 
inconsequential amounts of vitamin G per capsule, whereas label claimed 
that product contained 1,000 units of vitamin D per capsule and repre- 
sented it as an important source of vitamin G, Hence adulterated and 
misbranded.—[D. D. N. J., F. D. C. 877; May 1944.] Also misbranded 
under provisions of the law applicable to foods, as reported in F. N. J. 4700. 


Indian Antiseptic Hair and Scalp Stimulator.—-Adolph F. Frick, San 
Francisco. Shipped April 3, 1941. Composition: essentially small propor- 
tions of a phenolic compound and free ammonia, alcohol and water. 
Misbranded because name and symbols on label falsely represented that 
product was of Indian origin and also would be effective in stimulating 
hair and scalp, treating dandruff, falling hair, eczema and like conditions. 
Also misbranded because not accurately labeled as to quantity of contents, 
and further, because label did not bear common or usual name of each 
active ingredient.—[D. D. N. J., F. D. C. 854; Muy 1944.] 


McDades Prescription.—Allan & Co., Inc., St. Louis, and John G. 
Ayars. Shipped between Sept. 18 and Oct. 1, 1941. Composition: essen- 
tially extracts of pliant drugs, including a laxative and a bitter drug, 
glycerin, alcohol and water. Misbranded because label claims: “Vegetable 
Alterative—An Aid in the relief of pain and discomfort arising from 
certain Rheumatism and Catarrhal affections,” were false and misleading. 
Also misbranded because label did not give adequate directions for use, 
particularly as to duration of administering it—[D. D. N. J., F. D. C. 
855; May 1944.) 


Menestrex.—Rex Laboratory, Nashville, Tenn. Shipped Dec. 22, 1941. 
Composition: in each capsule 3.43 grains of quinine sulfate and 0.35 
grain of potassium permanganate. Misbranded because of false label 
representation that it was an effective treatment for painful, scanty or 
functionally delayed menstruation, and was a scientific preparation.— 
[D.D.N.J., F.D.C. 835; December 1943.] 


Moe-Pep.—Allan & Co., Inc., St, Louis, and John G. Ayars. Shipped 
between Sept. 18 and Oct. 1, 1941. Composition: essentially extracts of 
plant drugs, including nux vomica and a laxative drug, a small propor- 
tion of an arsenic compound, with water, alcohol and sugars, Misbranded 
because name was misleading in representing that the drug would give 
the user “more, pep.” Further misbranded because falsely represented as 
being a sexual stimulant and because labe! failed to warn that not more 
than the recommended dosage should be taken (since the mixture con- 
tained strychnine and arsenic compound), that frequent, continued or 
prolonged use of the drug might result in serious injury, and that use 

elderly persons might be especially dangerous.—{D. D. N. J., F. D. C, 
855; May 1944.) 
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Q-T.—Allied Pharmacal Company, Cleveland. Shipped May 22 and 
July 4, 1942. Labeled in part “Q-T For Adults Only, Contains Gold 
and Sodium Chloride and Ammonium Chloride. . . This preparation 
was formerly called Quits.” Composition: 0.16 grain of gold and sodium 
chloride and 6.3 grains of ammonium chloride per fluid ounce.—[D, D. 
859; May 1944.] 


Ru-Ma-Dol.—Allan & Co., Inc., St. Louis, and John G. Ayars. Shipped 
between Sept. 18 and Oct. 1, 1941. Composition: essentially sodium sali- 
cylate and extracts of plant drugs, including an alkaloidal one, glycerin, 
water and alcohol. Misbranded because falsely represented in labeling to 
be effective in the cure, mitigation, treatment or prevention of rheuma- 
tism, neuralgia, neuritis and swelling, and in the relief of symptoms of 
these conditions —[D. D. N. J., F. D. C. 855; May 1944.] 


Stevens Concentrated Mineral Water.—E. A. Stevens, Dawson Springs, 
Ky. Shipped March 2, 1942. Composition: essentially water, magnesium 
and calcium sulfates, and small amounts of sodium sulfate, sodium 
chloride, calcium carbonate and potassium chloride. Misbranded because, 
though product was a laxative, label failed to give adequate directions 
for use, and instead provided for continuous administration, whereas a 
laxative should not be used thus; also misbranded because labeling 
failed to warn that a laxative should not be taken when symptoms of 
appendicitis are present, or that frequent or ‘continued use of such a 
product might result in dependence on a laxative. Further misbranded 
because label statements suggested that product would be efficacious in 
treating liver, kidney, stomach and blood disorders, dropsical trouble, 


rheumatism, malaria, and many other ailments.—[D.D.N.J., F.D.C. 
814; December 1943. 

Texas Crystals.—Loye Distributing Company, Fairmont, W. Va. 
Shipped April 8 and May 1, 1942. Composition: hydrated sodium 


sulfate with traces of other inorganic salts. Misbranded because, though 
it was a laxative, its label failed to warn that it should not be taken in 
cases of nausea, vomiting, abdominal pain or other symptoms of appen- 
dicitis, and that frequent or continued use might result in dependence 
on laxatives. Also misbranded because label represented that prepara- 
tion contained substantial amounts of sodium sulfate, calcium carbonate, 
sodium chloride, magnesium carbonate, potassium chloride and _ sodi 
carbonate, whereas none of these was present in a substantial amount 
except the sodium sulfate.-—[D.D.N.J., F.D.C. 812; December 1943.] 


White Cross All Purpose First Aid Kit.—American White Cross Labora- 
tories, Inc., New Rochelle, N. Y. Shipped March 16, 1942. Composition: 
gauze and adhesive strips which were not sterile, but contaminated with 
viable aerobic and anaerobic or facultative anaerobic micro-organisms. 
Adulterated because gelow standard of purity and quality represented; 
misbranded because not sterile and because outside container did not 
accurately declare quantity of contents—[D. D. N. J., F. D. C. 876; 
May 1944.] 


STERILATOR LABORATORIES BARRED 


The Post Office Department Rules on 
Contraceptive Devices 

Most of the cases in which the Post Office Department debars 
medical devices or treatments from the mails are based on 
charges of perpetrating a fraud on the public. There are, how- 
ever, other reasons for denying to individuals or concerns the 
use of the mails. One is the transmission by this means of 
devices or medicines for contraceptive use. 

Such was the charge against the Sterilator Laboratories, 
which operated from a number of addresses, including Detroit 
and Dearborn, Mich., Yonkers, N. Y., and Chicago, with a 
Harold G. Johnson as promoter. This company sold through 
the mails outfits consisting of a vaginal syringe and a jar of 
jelly-like material. So-called diaphragms for use as a means 
of covering the cervix uteri were furnished as a separate item. 

Investigation showed that Johnson, when renting a postoffice 
box in Yonkers, described himself as “Dr.,” and that later, 
though retaining that box, he directed the Yonkers postmaster: 
to forward his mail,to Dearborn, Mich. Still later he gave the 
same order regarding mail addressed to him at Chicago. 

The label of the jar of jelly-like substance that he sent out 
with the vaginal syringe stated that the mixture contained 
tragacanth, karaya, glycerin, boric, citric, tartaric, lactic and 
acetic acids, potassium alum, “antimol” (whatever that was) 
and oil of rose compound. 

In July 1944 the Post Office Department, after due investi- 
gation, called on the concern to show cause at a hearing in 
Washington why mail addressed to it at its various locations 
should not be returned to the senders or directed to the Dead 
Letter Office at Washington, as Johnson’s business had been 
found to be a scheme for delivering through the mails instru- 
ments and substances intended for preventing conception. 

Johnson neither filed an answer to the charges nor appeared 
at the hearing of the case. On that occasion the Post Office 
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Department presented details of the contraceptive treatment and 
the correspondence regarding it that the Sterilator Laboratories 
and its promoter sent through the mails to an inquirer. Expert 
medical testimony introduced by the government at the hearing 
showed that the outfit and diaphragm which Johnson sent out 
were not only well adapted for the prevention of conception 
but could scarcely have any other purpose. It was further 
brought out that the circular matter mailed by Johnson declared 
that the articles he sold were “For Physicians Exclusively.” 
On the contrary, the Post Office Department produced evidence 
that in the actual conduct of the enterprise Johnson’s articles 
were habitually furnished to lay persons through the mails for 
the purposes mentioned. Accordingly, the Post Office, on Oct. 
3, 1944, issued an order debarring the Sterilator Laboratories 
and H. G. Johnson (under his various designations) from 
further use of the mails. : 


Correspondence 


METATHYROID-ALLOXAN DIABETES 


To the Editor:—De Finis and Houssay (Tiroides y diabetes 
en el perro, Rev. Soc. argent. de biol. 19:94 [June] 1943) found 
that: 1. The administration of 0.5 Gm. of thyroid powder per 
kilogram of body weight to normal dogs does not produce dia- 
betes. 2. The same treatment may produce diabetes in dogs 
with the pancreas reduced to one fifth or less in size by previ- 
ous operation but with normal glycemia up to the thyroid 
administration. 3. The thyroid induced diabetes may last not 
more than the thyroid treatment (thyroid type) or be a perma- 
nent one (metathyroid type). 4. Treatment with thyroid may 
also produce diabetes in dogs with a pancreas otherwise injured 
by previous treatment with extracts of the asterior hypophysis. 
According to the Buenos Aires letter in your issue of Dec. 11, 
1944 these facts have been insisted on in a recent lecture by 
Dr. Houssay, who stated that “prolonged administration of 
thyroid does not cause diabetes in normal dogs, whereas it does 
cause this disease in dogs with normal glycemia and a pancreas 
experimentally reduced to 2.5 or 2.3 Gm.” and that “the disease 
may be of the thyroid type, which lasts only during adminis- 
tration of thyroid, or of the metathyroid type, which persists 
even after discontinuation of the thyroid treatment.” 

As previously reported (Carrasco-Formiguera, R.: J. Lab. & 
Clin. Med, 29:510 [May] 1944), one of a personal series of 
dogs injected with diabetogenic doses of alloxan, with a previ- 
ous normal dextrose metabolism, following the intravenous 
injection of 100 mg. of alloxan per kilogram of body weight, 
developed mild diabetes. A biopsy taken on the same day as a 
diabetic dextrose tolerance test failed to show any pathologic 
changes in the islets of Langerhans or in any other pancreatic 
structures. The attack of diabetes was transient. Further 
observation and experiment on the same animal have shown 
that the restoration of a normal dextrose metabolism, after a 
‘short diabetic period, seemed to be definitive, as shown by 
several normal dextrose tolerance tests and absence of glyco- 
suria for eleven months. Eleven months after all evidence of 
diabetes had disappeared, thyroid administration was started and 
was carried on for more than three months at doses progres- 
sively increased from 12.5 up to 75 mg. per kilogram of body 
weight. Shortly after beginning and several times during the 
administration of thyroid, dextrose appeared in the urine in an 
irregular way and in amounts ranging from slight traces up to 
0.9 per cent. During the last weeks of thyroid: administration 
and for about ten days after its discontinuance Benedict posi- 
tive tests were more frequent. A few days later fasting blood 
sugar was 195 mg. per hundred cubic centimeters. About twenty 
days after no thyroid had been given, fasting blood sugar was 
240 mg. per hundred cubic centimeters and a dextrose tolerance 


CORRESPONDENCE 


M.A: 
eb. 24, 1945 
test gave distinctly diabetic figures. For the last two weeks, up 
to the moment this communication is being written, nearly one 
month after the discontinuation of thyroid administration, sugar 
excretion has ranged between 2.5 and 3 Gm. per kilogram in 
twenty-four hours. 

While I am preparing a more detailed report of this experi- 
ment, waiting for more time to elapse before definitely accept- 
ing the thyroid induced diabetes as a permanent one and 
experimenting on similar lines with a wider number of animals, 
I have thought that this early and rather informal report might 
be of some interest to the readers of THe JouRNAL, mainly on 
account of two points: First, in agreement with Houssay’s 
findings, thyroid administration, which does not produce dia- 
betes in the normal dog, has induced this disease in a dog 
which had a normal dextrose metabolism and a pancreas that 
had been previously injured in some way (in this particular case 
by alloxan) to a degree that also was not enough by itself to 
cause permanent diabetes, Second, it is possible for the pan- 
creas to be injured in such a way and to such a degree (in this 
particular case by alloxan) that the damage suffered, without 
being accompanied by any noticeable anatomic change, may in 
a way be the equivalent of the surgical reduction of pancreatic 
tissue down to about one fifth or even less of the normal size 
of the organ. 


R. CARRASCO-FORMIGUERA, M.D., Puebla, Pue., Mexico. 
Professor of Pathologic Physiology, Laboratory 
of Physiology, University of Puebla. 


IMMEDIATE CHOLANGIOGRAPHY 


To the Editor:—The diagnosis of intraductal lesions in the 
common duct during operation has been a difficult problem. 
During the past six years I have found a relatively easy method 
of accurate diagnosis and, since the method has been substan- 
tiated by examinations in 168 consecutive operations performed 
up to May 1943 as reported to the Surgical Section of the 
California Medical Association meeting on May 3, 1943, I feel 
that it should be presented for further consideration. An aqueous 
solution of iodine (hippuran) in quantities from 8 to 15 cc. is 
injected through a 24 or 26 gage needle inserted obliquely 
through the wall of the common duct. An aqueous solution is 
miscible with bile; therefore it is not necessary to withdraw an 
equal amount of bile before injection. The injection is made 
after the common duct has been exposed. A cassette is placed 
under the patient before the patient is draped for operation. 
Immediately after the injection has been made an x-ray picture 
is taken (usually on a 14 by 17 film) at a focal distance of 
approximately 18 inches; a sterile towel is placed over the 
focal site and marked with a dot of merthiolate solution. Dur- 
ing the period that the x-ray film is being developed the gall- 
bladder is removed and by the time this has been accomplished 
the technician has returned with the developed film. Therein 
may be seen obstructive lesions (gallstones, polyps, carcinoma, 
parasites) or, if the duct is normal, the iodine solution enters 
the duodenum readily and there is little evidence of obstruction 
or dilatation of the choledochus. If dyskinesia exists and tem- 
porary obstruction occurs it is usually characteristic on the 
x-ray film but if a subsequent film is taken fifteen or twenty 
minutes later the sphincter of Oddi has relaxed so that the 
iodine solution readily enters the intestine. 

The success of thi§ method diagnostically and the ease of 
administering the opaque solution without opening the common 
duct warrant its widespread use by the general surgeon. Herein 
lies its great value. 

Obstructions of the common duct have been overlooked in 
approximately 8 per cent or more of all patients being operated 
on for gallbladder disease during the past twenty years, This 
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method of immediate cholangiography resulted in only 1 instance 
of erroneous diagnosis in the 168 cases reported up to May 3, 
1943 and the 108 cases performed since then. Its diagnostic 
value is thereby established, in my opinion. 


Stantey H. Mentzer, M.D., San Francisco. 


DIAGNOSIS OF HERNIATION OF LUMBAR 
INTERVERTEBRAL DISKS 


To the Editor:—In the paper on “Diagnosis of Herniation 
of Lumbar Intervertebral Disks by Neurologic Signs” by Dr. 
J. Jay Keegan, published in the Dec. 2, 1944 issue of THE 
JourRNAL, reference is made to a manipulative procedure the 
origin of which could not be found, according to the author. 
May I call to your attention that this manipulative procedure 
was described in detail by Dr. Bror S. Troedsson in an article 
entitled “Lumbosacral Derangement and Its Manipulative Treat- 
ment,” published in the Archives of Physical Therapy (18:10 
[Jan.] 1937). Dr. Troedsson also demonstrated his procedure 
before the annual meeting of the American Congress of Physical 
Therapy on Sept. 8, 1936, when his paper was read. It seems 
to me that Dr. Troedsson should receive credit for the manipu- 
lative procedure so well described and illustrated in the first 
part of Dr. Keegan's article. 


Ricwarp Kovacs, M.D., New York. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Compensation of Physicians: Knowledge of Physician 
of Third Party’s Promise to Pay as Affecting Patient’s 
Liability.—While a customer in a so-called ten-cent store Mrs. 
Iverson slipped and fell. The store manager directed her to 
go to the plaintiff physician, who at the expense of the store 
would render the necessary care. Mrs. Iverson then proceeded 
with her husband to the plaintiff's office. Prior to their appear- 
ance, however, the physician had been advised by some one 
connected with the store of the accident and that Mrs. Iverson 
was on her way to his office. Examination by the physician 
indicated that the patient had sustained a fracture of a bone in 
the knee and that the injury would require “rather careful and 
prolonged treatment.” When this fact was determined the 
physician remarked to the patient “that it was fortunate that 
she fell in the store and not outside because had she fallen out- 
side the store the cost to her of having the injury treated would 
have been $100.” The physician then proceeded to institute the 
required course of treatment. At no time during the treatment, 
except on the very last visit of the patient to his office, did he 
indicate that he expected compensation from the patient or her 
husband. At the patient’s last visit, however, he suggested that 
the patient and her husband “give him $50 because the insur- 
ance company would pay him no more than $15,” which the 
Iversons refused to do. Subsequently the physician sued hus- 
band and wife to recover the reasonable value of the professional 
services he had rendered. From an adverse judgment the plain- 
tiff appealed to the Supreme Court of South Dakota. 

The physician contended that on the treatment of a patient 
_by a physician in the absence of an express contract between 
the physician and the patient to pay for such treatment there 

arises an implied contract that the patient will pay the physician 
the reasonable value of the services performed, even though 
those services are rendered at the request of the third party. 
- With that general statement of the law, said the Supreme Court, 
there can be no serious dispute; but the question here presented 
is somewhat different, namely, if there is an agreement between 
the patient and a third person that the third person will pay 
for services rendered the patient by the physician and that the 
patient will not be obligated to the physician, and the physician 
| has knowledge of this agreement and treats the patient at the 
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request of the third party without any express agreement with 
the patient relating to his fee, does there arise an implied con- 
tract obligating the patient to pay the physician the reasonable 
value of the treatment ? SDC 10,0601 defines an implied con- 
tract as one “the existence and terms of which are manifested 
by conduct.” We think it clear, continued the Supreme Court, 
that under this definition, absent any other facts, there arises 
an implied contract that the patient will pay the physician the 
reasonable value of services performed, though such services 
are performed at the request of a third party. But in this case 
we are confronted with conduct which in our opinion refutes 
the existence of an agreement by the defendants to pay for the 
services performed. Clearly the testimony of the patient estab- 
lishes an agreement on behalf of the store to assume full 
responsibility for payment of the physician. The physician’s 
statement to the patient that it was fortunate she fell in the 
store and not outside because had she fallen outside the cost to 
her of having the injury treated would have been $100 supports 
a belief that the physician knew of the existence of the agree- 
ment on behali of the store to assume full responsibility for his 
fee, and such belief finds further support in the fact that plain- 
tiff was advised of the accident by the store before the patient 
consulted the physician and performed the services at the request 
of the store. When plaintiff proceeded to treat the patient 
knowing of the agreement between her and the store and at 
the store’s request, such conduct, rather than implying an under- 
standing between physician and patient that the patient will pay 
the reasonable value of the services performed, implies, in the 
court’s opinion, an agreement by the physician to perform the 
services according to the conditions and terms under which he 
is consulted and asked to perform the service. The rule is 
stated in Garrey v. Stadler, 67 Wis. 512, 30 N. W. 787, 789, 
58 Am. Rep. 877, as follows: 

As the law in such case implies a promise to pay what the service is 
reasonably worth on the part of the person for whom such service is 
performed, such implied promise must be overcome by evidence showing 
that the person performing the service knew that there was a differept 


arrangement for the payment of such service, to which he expressly or 
impliedly assented. 


We believe, continued the court, the evidence of record fairly 
establishes that plaintiff knew of the arrangement between the 
patient and the store for the payment of his services, and when 
he performed the services at the request of the store, without 
advising or suggesting to the Iversons that he would hold them 
responsible, he thereby impliedly assented to the arrangement 
of which he was advised 

The judgment which in effect denied the physician ‘recovery 
against the patient and her husband was affirmed.—Opheim v. 
Iverson, 16 N. W. (2d) 440 (S. D., 1944). 
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EXAMINATIONS AND MEETINGS 


BOARDS OF MEDICAL EXAMINERS 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Examinations of the boards of ‘medical examiners and boards of exam- 
iners in the basic sciences were published in THE JOURNAL, February 17, 


page 420 
NATIONAL BOARD OF MEDICAL EXAMINERS 


Boarp oF Mepicat Examiners: Past Various centers 
Jun Exec . Mr, E. S. Elwood, 225 S. 15th ‘St., Philadelphia. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN Boarp oF DERMATOLOGY AND SyYPHILOLOGY: 

une 8-9. Final om ny filing application is March 12. Sec., Dr. George 
Lewis, 66 E. h St., New York 21. 
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The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1935 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them, 


Titles marked with an asterisk (*) are abstracted below. 


Alabama State Medical Assn. Journal, Montgomery 
14: 133-156 (Dec.) 1944 

Surgery in the Aged. W. F. Scott.—p. 133. 

Medicine of the Past and of the Future. E. V. Caldwell.—p. 135. . 

Fibrocystic Diseases of Pancreas. W. A. Daniel Jr.—p. 138. 

Problems of Diabetes Mellitus and Their Management. L. S. Smelo. 
—p. 141. 

Prevention of Pertussis as — Health Measure. Ruth Berrey and 
Thyra Christensen.—p. 


American Heart Journal, St. Louis 
28:549-661 (Nov.) 1944. Partial Index 


Influence of Autonomic Imbalance on Human Electrocardiogram: I. 
Unstable T Waves in Precordial Leads from Emotionally Unstable 
Persons Without Organic Heart Disease. M. H. Wendkos.—p. 549. 

Relationship of Blood Viscosity to Intensity of Heart Murmurs, S. Garb. 
—p. 568. 

Electrocardiographic Studies in Neurocirculatory Asthenia. R. B. Logue, 
J. F. Hanson and W. A. Knight.—p. 574. 

*Rupture of Mitral Chordae Tendineae: Clinical and Pathologic Obser- 
vations on 7 Cases in Which There Was No Bacterial Endocarditis. 
0. T. Bailey and J. B. Hickam.—p. 578. 

*Effect on Blood Pressure of Normal Persons and Hypertensive Patients 

eof Glyceryl! Trinitrate, Sodium Nitrite, Erythrol Tetranitrate and 
Mannitol Hexanitrate. J. C. Weaver, J. H. Wills and H. C. Hodge. 


—p. 601. 
Congestive Heart Failure and Electrocardiographic Abnormalities Result- 
ing from Excessive Desoxycorticosterone Acetate Therapy in Treatment 

of Addison’s Disease. J. H. Currens and P. D. White.—p. 611. 
Interpretation of Axis Deviation and Ventricular Hypertrophy. E. Gold- 

berger.—p. 621. 

Value of Roentgenologic Examination of Heart. 

A. Grishman.—p. 647. 

Observations on Mechanism of Physiologic Third Heart Sound. J. R. 

Smith.—p. 661. 

Ruptufe of Mitral Chordae Tendineae.—In the last 2,400 
necropsies at the Peter Bent Brigham Hospital, according to 
Bailey and Hickam, there were eleven instances of rupture of 
the mitral chordae tendineae. Four were associated with bac- 
terial endocarditis involving this valve. The other 7 patients 
presented no evidence of bacterial endocarditis and no history 
of sevcre trauma to the chest. In each of these cases disease 
of the valve and its chordae tendineae appeared to antedate the 
rupture. It is difficult to state in most instances what was the 
nature of the disease, but in some it was rheumatic fever. There 
was no difference in frequency of rupture of the chordae tendi- 
neae to either of the cusps. In 3-cases the ruptured chordae 
tendineae were attached to the anterior cusp, in 3 to the pos- 
terior cusp, and in 1 case one chorda tendinea of each cusp 
was ruptured. It has been suggested that accidental cutting of 
chordae tendineae in opening the heart at necropsy has been 
confused with antemortem rupture by the pathologist. Especial 
care was taken in these cases to avoid this error. In several 
instances the free ends of the chordae tendineae were seen in 
the valve orifice before the ventricles were opened. Further- 
more, the bulbous enlargements of the ends of the ruptured 
chordae tendineae and the character of the portions on the 
papillary muscles leave no doubt as to the antemortem nature 
of the process. The point of rupture lay close to the papillary 
muscle. The stumps consisted of hyalinized and partially 
degenerated connective tissue with a covering of endothelium. 
Searring extended into the subjacent myocardium: The cor- 
responding papillary muscles underwent atrophy if all their 
chordae were broken but showed hypertrophy if a number were 
left attached. Rupture of the’ chordae must have allowed a 
high degree of mitral regurgitation. All hearts were dilated 
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and hypertrophied. The histories did not indicate that external 
violence or vigorous exertion was an in rupture. 
The symptoms after rupture of the mitral chordae tendineae 
are those of congestive heart failure, which may be insidious or 
abrupt in its onset and progressive or remittent in its course. 
Months or years may elapse between rupture and congestive 
failure. Rupture of the chordae is suggested by the sudden 
appearance of a loud precordial systolic murmur, maximal at 
the apex and left sternal border, where it is usually accom- 
panied by a thrill. An apical diastolic murmur may also be 
present. Auricular ‘fibrillation sometimes occurs. Roentgeno- 
grams show cardiac enlargement, and fluoroscopy may demon- 
strate systolic pulsation of the left atrium. The differential 
diagnosis includes bacterial endocarditis, rupture of a valve cusp, 
rupture of a papillary muscle and perforation of an infarcted 
interventricular septum. 

Effect of “Nitrite” Drugs on Blood Pressure.—Weaver 
and his associates gave glyceryl trinitrate, sodium nitrite, ery- 
throl tetranitrate, mannitol hexanitrate and a placebo to normal 
and hypertensive subjects and made blood pressure measure- 
ments at brief intervals until the effect of the drug was over. 
Each of the 38 subjects received one or more of the substances 
and most received all four nitrite drugs. The patients were led 
to believe that the blood pressure measurements were a part of 
their routine management. Fifty-one per cent of the subjects 
who were given the nitrite drugs had a fall of systolic pressure, 
and 23 per cent had a lowering of diastolic pressure. The 
systolic fall was almost always greater than the diastolic. None 
had a fall in blood pressure after the administration of a placebo. 
The amount of the fall in blood pressure in hypertensive patients 
varied greatly, but the averages were as follows: glyceryl trini- 
trate 16/4 mm. of mercury, sodium nitrite 21/1 mm., erythrol 
tetranitrate 14/5 mm. and mannitol hexanitrate 12/4 mm. In 
normal subjects the average fall in blood pressure was as much 
as 10 mm. less than the corresponding figure for the hyper- 
tensive. The period between the administration of the drug 
and the beginning of the fall in blood pressure was variable. 
For glyceryl trinitrate this interval averaged 2 minutes, for 
sodium nitrite 7 minutes, for erythrol tetranitrate 35 minutes 
and for mannitol hexanitrate 55 minutes after the drug was 
given. The average duration of blood pressure lowering was 
as follows: glyceryl trinitrate 20 minutes, sodium nitrite 62 
minutes, erythrol tetranitrate and mannitol hexanitrate about 

same, 256 and 252 minutes respectively. With the last two 
drugs there was wide variation in the duration. 


American Journal of Diseases of Children, Chicago 
68 : 301-368 (Nov.) 1944 
*Infectious Lymphocytosis. D, L. Finucane and R. S. Philips.—p. 301. 


*Hereditary Periodic Paralysis in Family Showing Varied Manifestations, 
Cc 


P. Oliver, Mildred R. Ziegler and I. McQuarrie.—p. 308. 


Sporadic Infections Due to Salmonella in Infants. E. Neter.—p, 312. 
*Hemolytic Disease of Fetus and Newborn Infant, with Special Reference 
to Transfusion Therapy and Use of Biologic Test for Detecting Rh 
Sensitivity. A. S. Wiener, I. B. Wexler and E. Gamrin.—p. 317. 
Infectious Lymphocytosis.—Finucane and Philips describe 
an epidemic of 21 cases ef infectious lymphocytosis which 
occurred in a children’s sanatorium. The children ranged in 
age from 1% to 5% years. The leukocyte counts ranged from 
22,500 to 120,000, with a relative lymphocytosis of 62 to 97 per 
cent. In the majority of the cases the total counts were over 
40,000, while in 3 they were over 100,000; in all except 4 
instances the percentage of lymphocytes was 85 or over, and in 
these 4 it was 62 plus. In none of the cases was there any 
symptom at the onset, the condition being discovered in every 
instance by routine blood counts. The average probable dura- 
tion of the leukocytosis was approximately 4%49 weeks, the 
longest 7 weeks and the shortest 214 weeks. In the majority 
of cases eosinophilia appeared as the total count began to drop. 
In a few this occurred during the highest count and persisted 
for seven months. The authors believe that the cause of this 
condition is an infectious agent, but efforts to demonstrate a 
bacterial or virus cause in these cases were fruitless. 
Hereditary Periodic Paralysis.—According to Oliver and 
his associates, periodic family paralysis is characterized by the 
periodic development of acute flaccid paralysis, which usually 
begins in the extremities and progresses toward the trunk. The 
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patient loses the power to move his limbs, but he can usually 
breathe, eat and speak freely, and the functions of his internal 
organs appear not to be disturbed. The deep reflexes of the 
affected extremities are absent at the height of the attack. After 
a period of time, usually a few hours, but in some instances 
two or three days, the patient recovers from the attack spon- 
taneously. Another attack may occur within twelve to twenty- 
four hours or after a longer interval. During the attacks the 
levels of serum potassium and inorganic phosphorus tend to be 
low, while during periods of freedom they are normal. The 
attacks are often preceded by excessive exercise, fatigue or 
ingestion of an excess of carbohydrates during the previous 
day. Attacks can usually be induced in persons who have the 
potentiality for them by the administration of large amounts of 
carbohydrate or by the use of certain agents, such as insulin 
and epinephrine, which are known to lower the level of serum 
potassium. The familial occurrence of periodic paralysis has 
been recognized, according to Talbott, since the report of 
Shakhnowitsch in 1882. The authors present the pedigree of 
a family of Scandinavian ancestry, 16 members of which have 
had periodic attacks of paralysis. The trait behaves in this 
family as a mendelian dominant with full penetrance but with 
varied manifestations. The manifestations, as shown by the age 
of onset and the frequency, duration and severity of the attacks 
and the duration of the disease are as varied as those observed 
when nonrelated affected persons are compared. 

Hemolytic Disease of Fetus.—According to Wiener and 
his associates, the usual method of demonstrating Rh sensitivity 
is to test the patient’s serum for anti-Rh agglutinins, as was 
first done by Wiener and Peters. It was soon discovered that 
there is a high percentage of persons with Rh negative blood 
who are highly sensitive to the Rh factor whose plasma does 
not contain demonstrable anti-Rh agglutinins. These puzzling 
cases have been explained, at least in part, by the discovery 
that in addition to Rh antibodies that produce hemagglutination 
there are Rh antibodies able to combine specifically with Rh 
positive cells without producing a visible reaction. If Rh posi- 
tive blood is mixed with serum ‘containing antibodies of~ the 
latter type, the blood loses its capacity to be agglutinated by 
anti-Rh agglutinating serums, presumably because all the com- 
bining sites on the erythrocytes have been occupied. Because 
of this property of blocking the action of anti-Rh agglutinins, 
the new type of antibody has been named the blocking antibody. 
The blocking antibody has served to explain the hitherto puz- 
zling lack of correlation between the titer ef anti-Rh agglutinins 
and the severity of hemolytic disease in the infant. A biologic 
test of detecting Rh sensitivity was described by Wiener in 
1942. This test has proved particularly useful for the preven- 
tion of hemolytic reactions to intragroup transfusion in the 
absence of the facilities or the time for carrying out tests for 
the Rh factor. The biologic test consists of intravenous injec- 
tion of 50 cc. of blood to which the patient may be sensitive and 
comparison with the naked eye of the color of the patient's 
original citrated plasma with that of a comparable specimen 
taken one to one and one-half hours after the injection. If 
sensitivity is present the second sample of plasma will be dis- 
tinctly darker, and not infrequently the patient will have a chill 
fifty to sixty minutes after the test is started, followed by a rise 
in temperature. In case of doubt an additional 50 cc. of blood 
may be injected and a third specimen of the patient's plasma 
obtained for comparison after one more hour. If the reaction 
to this test is negative, any quantity of blood from the same 
donor can be given without untoward effect. The authors 
describe some experiences with the application of the biologic 
test for the detection of sensitivity to the Rh factor caused by 
pregnancy. In a woman who had previously had repeated mis- 
carriages, a negative biologic reaction proved that these were 
not caused by Rh sensitivity, even though her blood was Rh 
negative and her husband’s was Rh positive. On the other 
hand, in a case involving a husband with Rh positive blood 


and a wife with Rh negative blood, who had had two stillbirths - 


of obscure cause, a positive biologic test proved that isoimmuni- 
zation was responsible, even though in vitro tests for anti-Rh 
agglutinins in the woman’s serum had previously given negative 
results. Two cases of hemolytic disease of the newborn are 
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described in which transfusions of Rh negative blood were given. 
In 1 case the therapy was dramatically life saving, while in the 
second, in which the disease was apparently milder, the infant 
died of cholemia and kernicterus. 


American Journal of Physiology, Baltimore 


142:483-632 (Nov.) 1944. Partial Index 
Blood pa During Decompression. R. W. Clarke, C. Marshall and L. F. 
Nims.—p. 483. 
Ischemic Compression Shock, with Analysis of Local Fluid Loss. H. D. 
Green, R. M. Dworkin, R. J. Antos and G. A. Bergeron. —p. 494. 
Effects of Potassium on Synthesis of Acetylcholine in Brain. J. H. 
Welsh and Jane E. Hyde.—p. 512. 
Production of Shock by Callicrein. W. W. Westerfeld, J. R. Weisiger. 
B. G. Ferris Jr. and A. B. Hastings.—p. 519 
Isotopic Tracer Studies on Movement of Water and Ions Between 
Intestinal Lumen and Blood... M. B. Visscher, E. S. Fetcher Jr., 
C. W. Carr, H. P. Gregor, Marian §S. Bushey and Dorothy E. 
Barker.—p. 550. 
Survival of Dogs Treated with Neosynephrin During Production of 
Hemorrhagic Shock. D. F. Opdyke.—p. 576. 
Study on Conversion of Fibrinogen to Fibrin. K. C. Robbins.—p. 581. 
Changes of Cerebral Circulation Induced by Labyrinthine Stimulation. 
E. A. Spiegel, G. C. Henny and H. T. Wycis.—p. 589. 
Effect of Positive and Negative Intrathoracic Pressure on Cardiac 
Output and Venous Pressure in Dog. J. P. Holt.—p. 594. 
Effect of L. Casei Factor (‘‘Folic Acid’) on Blood Regeneration Fol- 
lowing Hemorrhage in Rats. A. Kornberg, H. Tabor and W. H. 
Sebrell.—p. 604. 
Factors Influencing Phosphate Turnover in Muscle. J. Sacks.—p. 621. 
Concentration of Potassium in Serum and Response to Vagal Stimula- 
tion in Dog. H. E. Hoff, D. G. Humm and A. W. Winkler.—p. 627. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Tl. 
52:459-570 (Nov.) 1944 


*Congenital Absence of Lung (Agenesis) and Other Anomalies of Tracheo- 
bronchial Tree. C. F. Ferguson and E. B. D. Neuhauser.—p. 459. 
Pulmonary Disease Associated with Megaesophagus. H. S. Weens. 


—p. 472. 
Pulmonary Suppuration Secondary to Cardiospasm. 
—p. 481. 

*Rib Fractures in Atypical Pneumonia. R. M. Harvey.—p. 487. 
Congenital Absence of Ribs. B. N. E. Cohn.—p. 494. 

Routine Chest Roentgenography on Negro Inductees at Fort Benning, 

Georgia. E. R. Bowie and H. G. Jacobson.—p. 500. 
Pseudomyxoma Peritonaei: Report of Case with Unusual Roentgen 

Findings. C. G. Weig, E. C. Koenig and G. J. Culver.—p. 505. 
Diverticulum of Stomach: Case Report. L. L. Frank.—p. 510. 
Value of Venograpliy in Varicose Veins, with Report of 3 Cases. 

Imler, M. G. Beaver and W. C. Sheehan.—p. 514. 

Renal Dystopia Due to Intra-Abdominal Masses, with Review of Litera- 

ture and Report of 5 Cases. H. R. Fishback Jr.—p. 521. 
Effects of Repeated Irradiation of Gastric Region with Small Doses of 

Roentgen Rays on Stomach and Blood of Dogs. W. C. Hueper and 

J. deCarvajal-Forero.—p. 529. 
Comparative Studies in Arrangement of Radiation Beams: Three Iden- 

tical Circular Beams Disposed Symmetrically. C. W. Wilson.—p. 535. 
Photoroentgenographic Technic and Dark Room Procedure Used at Army 

Recruiting and Induction Station, New Haven, Conn, C. C. Verstandig 

and C. W. Ainsworth.—p. 547. 

Congenital Absence of Lung.—Ferguson and Neuhauser 
report 5 cases of agenesis of the lung encountered at the 
Children’s Hospital in Boston during the past six years. In 
all of these the condition was diagnosed during life by bronchos- 
copy foilowed by iodized oil roentgenograms of the tracheo- 
bronchial tree. These 5 cases of agenesis of the lung illustrate 
the fact that this deformity is not incompatible with a normal 
existence, since 4 of the 5 patients are living normal lives and 
are not handicapped by their defect. All 5 eases showed addi- 
tional congenital anomalies. In the first case the left hand was 
absent. In the second there were a patent ductus arteriosus, 
accessory spleen with hypoplasia and hypoplasia of the kidney 
and liver. In the third case there was a congenital malforma- 
tion of the external ear. In the fourth there were congenital 
anomalies of the vertebrae and ribs noted by the roentgeno- 
grams. In the fifth there was a harelip and a complete cleft 
palate. The cases in the literature also have shown frequent 
associations of other congenital anomalies. The authors feel 
that an inherent defect in the germ plasm is probably respon- 
sible for this as well as the other associated congenital anom- 
alies. The symptoms are so inconstant or lacking that x-ray 
studies plus bronchoscopy with injection of the tracheobronchial 
tree with iodized oil are the recommended methods for diag- 
ses The prognosis should always be guarded, although the 

is compatible with longevity. In 3 of the cases 
peers in the literature the age was well over 50 years. Of 
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the 5 patients whose histories are presented 4 are living normal 
lives and the oldest is 8 years old. The authors stress that in 
cases of persistent emphysema or atelectasis, of supposed unre- 
solved pneumonia or of recurrent pneumonia in the same lobe, 
congenital anomalies of the tracheobronchial tree must be con- 
sidered, 


Rib Fractures in Atypical Pneumonia.—In the course of 
an epidemic of so-called virus or atypical pneumonia during the 
winter of 1942-1943 several instances of fractured ribs, accord- 
ing to Harvey, were noted. A review of the literature on 
atypical pneumonia did not reveal previous descriptions of the 
occurrence of rib fractures. A consecutive series of 500 cases 
of atypical pneumonia occurring in a station hospital was 
reviewed. In 19 there was evidence of recent rib fractures. In 
1 a history of trauma was elicited, but in all others trauma was 
excluded as a possible etiologic factor in the production of the 
fractures. A review of the original roentgenogram would 
usually disclose a definite fracture line. The appearance of the 
fracture line and the subsequent development of callus left no 
doubt as to the fracture having occurred recently. In 10 of 
the 18 cases the fractures were not recognized until a routine 
review of the entire series was made in a definite search for 
them. In half of the patients the fractures were multiple. All 
fractures occurred in the anterior axillary or axillary line. It 
has been postulated that this is due to the opposing forces of 
the serratus anterior and externus obliquus abdominis muscles. 
The occurrence of rib fractures was not related to the severity 
of the pneumonia. Associated With atypical pneumonias is a 
severe, dry, irritating cough which is probably a factor in the 
production of the fractures. Excessive chest pain occurring in 
cases of atypical pneumonia should direct the search of the 
roentgenologist toward this complication in order that the frac- 
tures may not be overlooked. This complication may explain 
many supposed cases of pleurisy in atypical pneumonia. 


American Review of Soviet Medicine, New York 


2:1-96 (Oct.) 1944 
Refrigeration Anesthesia for Amputations. S. S. Yudin.—p. 4. 
Reconstruction of Male Genitalia. A, P. Frumkin.—p. 14. 
Experimental and Clinical Lobar Pneumonia. A, D. Speransky.—p. 23. 
Pathogenesis and Treatment of Lobar Pneumonia. E. M. Ginsburg. 
—p. 28. 

New Method for Treatment of Traumatic Shock. E. A. Asratyan.—p. 37. 
Rehabilitation of Nervous System in War Trauma. A. R. Luria.—p. 44. 
Tissue Therapy in Ophthalmology. V. P. Filatov.—p. 53. 


American Review of Tuberculosis, New York 


50: 365-418 (Nov.) 1944 
Outlook - Tuberculosis Control in Civilian Population. T. Parran. 
365, 


—? 

Problem of Tuberculous Veteran. L. I. Dublin.—p. 375. 

oe Problem of Veterans Administration. R. A. Wolford. 
—?. 

Program for Tuberculous Patients Among World War II Veterans. 
T. O. Kraabel.—p. 391. 

Tuberculosis and War Summary. E. R. Long.—p. 401. 

Indispensability of Routine X-Ray Examinations of Chest in General 
Clinic. R. G. Block and W. B. Tucker.—p. 405. 

Promizole in Tuberculosis: Effect on Previously Established Tubercu- 
losis of Guinea Pigs of 4,2’-Diaminophenyl-5’-Thiazolylsulfone (Pro- 
mizole). W. H. Feldman, H. C. Hinshaw and F. C, Mann.—p. 418. 


Anesthesiology, New York 


§:551-659 (Nov.) 1944 

Nitrous Oxide Centennial. R. M. Waters.—p. 551. 

*Stimulation of Wound Healing: New Use for Powdered Bleod Cells. 
T. H. Seldon, J. S. Lundy and R. C. Adams.—p. 566. 

Therapeutic and Diagnostic Nerve Blocking: Plan for Organization. 
E. A. Rovenstine and S. G, Hershey.—p. 574 

Endotracheal Anesthesia for External Laryngeal CO P. H. Holinger 
and W. H. Cassels.—p. 583. 

Anesthesia of Excised Chick Hearts and Its Relation to Myogenic and 
Neurogenic Origin of Heart Beat. W. Seifriz and M. H. Ross.—p. 589. 

Comparative Study of Action of Various Anesthetic Agents on Muscles 
of "> in Dog. E. J. Van Lierre, D. W. Northup and J. C. Stickney. 

—p. 59 

Procaine-Sulfonamide of Local Anesthetics. for 
Use pg Sulfonamide Therapy. C. C. Pfeiffer and C. W. Grant. 
—p. 


Powdered Blood Cells for Wound Healing.—Seldon and 
his associates of the Mayo Clinic used powdered blood cells in 
the treatment of wounds. One bottle of powdered blood cells 
was set aside for each patient to avoid cross contamination from 
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the wounds of 1 patient to another. Dressings of powdered 
blood cells were applied every one to three days, the frequency 
depending on the type of wound. If the wound was moist and 
there was considerable serum or seropurulent drainage, daily 
dressings were applied. Cells were applied each time the dress- 
ings were changed. Certain wounds had a urea-like odor after 
application of powdered blood cells. Occasionally during the 
first five to seven days the application of the powdered blood 
cells produced a burning and painful sensation. In the first 
five to seven days there is no appreciable growth of tissue. The 
time of first growth and of the disappearance of the pain is 
almost simultaneous. Therefore it is felt that the growth of 
new tissue may cover the little nerve fibril endings and thus 
prevent direct stimulation of the nerves. The base and walls 
of the ulcers or wounds do not change during the first five 
days of treatment with these cells. If the ulcers are old they 
are grayish red and many times appear more or less devitalized; 
they continue to look this way for the first few days of treat- 
ment. The first few applications of powdered blood cells tend 
to draw from the underlying tissues a quantity of serum. The 
cells take up this serum and become moist to a point that a thin 
gelatinous liquid is present. Sometimes this liquid has been 
suspected of being purulent drainage, although many cultures 
have proved it otherwise. After five to seven days of treatment 
there is usually a slow and steady ingrowth of both granulation 
tissue and epithelium. In some cases the granulation tissue has 
been so exuberant that it had to be burned down with silver 
nitrate to allow the epithelium to cover it. _The healing of 
wounds or ulcers has usually required from three to five weeks. 
Although dried blood cells do not always produce healing, they 
are so satisfactory in a large number of cases that they have 
therapeutic value. 


Archives of Ophthalmology, Chicago 


32:353-442 (Nov.) 1944 
Penicillin rant in Ophthalmology. J. H. Dunnington and L. 
Sallmann. 353. 


Use of Absorbable Sutures in Cataract Surgery, 

Guy and H. H. Romaine.—p. 362. 

Amblyopia Resulting from Hemorrhage. A. Cox.—p. 368. 

Paresis of Right Superior Oblique and of Left Superior Rectus Muscle: 
Differential Diagnosis, T. Davis.—p. 372. 
Effect of Chemical Warfare Agents on Human Eye. 

and R. R. Blondis.—p. 381. 

Relation of Blood Dyscrasia to Retinopathy. S. A 
Toxicology of Dichloroethane: I. Effect on the 

P. A. Neal, K. M. Endicott and V. T. Porterfield.—p. 391. 

Johannes Miller: Sketch of His Life and Ophthalmologic Works. 
. Chance.—p. 395. 

*Spontaneous Retinal Reattachment. A. Knapp.— 

Removal of the Ruptured Capsule in. F. H. 

Verhoeff.—p. 407. 

Mitotic and Wound Healing Activities of the Corneal Epithelium. J. S. 

Friedenwald and W. Buschke.—p. 410. 

Cordite as an Intraocular Foreign Body. A. C. Unsworth. p. 414. 
Complicated Cataract Associated with Spontaneous Detachment of the 

Retina. B. Samuels.—p. 416. 

Spontaneous Retinal Reattachment.— According to Knapp 
the course of serous retinal detachment is sometimes curiously 
modified when the detachment of the retina remains stationary 
and there is reattachment, which gives rise to a characteristic 
ophthalmoscopic picture. This condition is observed in a small 
percentage of cases and only when the detachment occupies the 
lower half of the eyeground. The detachment is shallow, and 
its upper boundary is bound down by chorioretinal changes, 
which constitute the most striking sign. The retina in the 
course of time becomes reattached except for small areas in the 
extreme periphery, where there are one or more holes or an 
area of dialysis. The reattached, flat retina is generally changed 
to a paler, yellow gray; there are characteristic branching white 
subretinal iines and areas where the choroidal markings are 
more distinct and irregular retinal pigmentation is present. The 
author describes 18 cases in which reattachment of the retina 
had taken place. The field defect cannot be restored by late 
operation in cases of retinal reattachment; it remains stationary 
Central vision depends on involvement of the 
macula. The only object of an operation in a case of late 
detachment is to preserve the macular area if it is not firmly 
shut off, and the feasibility of this operation depends on the 
extent and the age of the macular change. Notwithstanding 
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the prospect of self limitation of a retinal detachment which is 
limited to the lower half of the fundus, an early operation 
should be performed to avoid involvement of the macula and to 
preserve the visual field. 


Arizona Medicine, Phoenix 
1:297-360 (Nov.) 1944 

Medical Indications for Splenectomy, G. —p. 317. 
Tumors of Nasopharynx. F. B. Yount.—p. 321 
*Rabies. H. L. Martin.—p. 323. 
The Arizona Occupational Disease Disability Law. R. Gilbert.—p. 326. 

Rabies.—The efficiency of antirabies vaccine for dogs is 
debatable. Most authorities believe that from 65 to 80 per cent 
of dogs will be protected by its use. Martin states that in 
Arizona the incidence of rabies in animals is unusually high. 
Every dog which bites any one should be isolated for a period 
of not less than ten to fourteen days. If he is still healthy and 
active at the end of fourteen days the likelihood of that animal 
having been infectious at the time of attack is very remote. 
If the dog dies within that time, the head of the animal should 
be sent to a competent laboratory for the examination of the 
brain substance to determine whether or not Negri bodies are 

present in the nerve cells, particularly in Ammon’s horn. The 
‘animal should not be shot unless it is impossible to catch it. 
Treatment of the bitten person with antirabies vaccine is not 
without danger, but the danger of complications becomes less 
as the vaccine becomes more refined. All wounds caused by 
the animal should be thoroughly cleansed with soap and water 
and then cauterized. If the wound is in the shoulder, neck or 
forearm, treatment with vaccine should be started at once. If 
the area of injury is on the extremities or elsewhere, it is con- 
sidered safe to wait until the dog has been observed. If the 
animal cannot be found and a definite break in the skin has 
been made, treatment is advisable. If the patient has had only 
casual contact with the dog, which later proves to be rabid, but 
with no direct injury, it is advisable to give treatment to the 
contact if less than 12 years of age. 


Bulletin New York Academy of Medicine, New York 


20:601-650 (Dec.) 1944 
Thrombophlebitis—Medical Treatment. A. W. Duryee.—p. 604. 
Surgical Treatment of Thromboembolism and Its Sequelae. G. de Takats. 

—p. 623. 


Bull. of the U. S. Army Med. Dept., Washington, D. C. 


No. 83, 1-122 (Dec.) 1944. Partial Index 
*Cerebral Form of Malaria. T. Fitz-Hugh Jr., D. S. Pepper and H. U. 


Hopkins.—p. 39. 

Sympathetic Ophthalmia. M. E. Randolph.—p. 

Trench Foot. J. C. Edwards, M. A. Shapiro s 7. B. Ruffin.—p. 58. 

Complications of Primary Atypical Pneumonia. C. S. Higley, H. A. 
Warren and R. S, Harrison.—p. 67. 

Footdrop Following Skeletal Fixation, E, Blumenfeld.—p. 73. 

Infectious Mononucleosis, W. H. Walker.—p. 80. 

Field Water Supplies in Tunisia. A, F. Sellers and G, H. Gowen.—p. 94. 

Neuropsychiatric Outpatient Department. N. Gioscia and J. J. Michaels. 

00 


Injury to Cerebral Cortex Following Anoxemia and Exsanguination: 
Case. R. Church and L. = —p. 104. 
Pack Palsy. B. Woodhall.—p 
Isolated Outbreaks of sehen Sore Throat, O. S. Ogden.—p. 118. 
Cerebral Form of Malaria.—Fitz-Hugh and his associates 
report statistical data on 140 cases of cerebral malaria encoun- 
tered during the six months that ended in October 1943. These 
cases constitute 2.3 per cent of the total series of 6,059 cases 
of malaria. Among the 1,764 American patients with malaria 
there occurred only 2 deaths, whereas among the 4,295 patients 
of an allied nation 38 deaths occurred. Both deaths in the 
American group occurred in patients with Plasmodium falci- 
parum infections, and 32 of the 38 deaths in the other group 
occurred also in patients with this infection. Cerebral malaria 
is chiefly a result of P. falciparum infection. Falciparum 
(estivoautumnal, malignant tertian) malaria is truly a protean 
disease. Within the category of cerebral malaria there are 
many and varying manifestations. The cerebral phenomena 
resulting from plugging of the capillaries by plasmodia, pigment 
laden leukocytes and erythrocytes vary from minimal to the 
most violent. Cortical irritation, subcortical, brain stem, basal 
ganglions, frontal lobe, parietal lobe, cerebellar and hypophysial 
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syndromes may be observed, with or without the phenomena of 
generalized cerebral edema. Photophobia and vertigo were 
frequent complaints. A moderate number of patients developed 
sudden severe cerebral symptoms one to three days after admis- 
sion with, and routine treatment of, what appeared to be ordi- 
nary malaria. The neurologic phenomena are variable and may 
change with remarkable rapidity. Some patients are alternately 
rigid and flaccid. Not uncommonly there is a moderately stiff 
neck without a Kernig or Babinski sign and with absent knee 
jerks. Contrariwise there may be transiently positive Kernig 
and Babinski signs, exaggerated knee jerks and abortive clonus, 
with or without stiff neck. The management of cerebral malaria 
calls for a “high index of suspicion” and prompt coordinated 
action on the part of ward officers, nurses and ward masters. 
These patients constitute true medical emergencies. Day and 
night vigilance and prompt measures to meet the shifting 
requirements are essential. Some of the early, merely somnolent 
patients can be cajoled and “stimulated” into sufficient coopera- 
tion to make oral quinine therapy and oral fluid administration 
possible. The nasal catheter route of administration of quinine, 
atabrine, fluids, salt and sugar is useful in many cases. The 
greater was the authors’ experience with intravenous adminis- 
tration of quinine dihydrochloride, the less became their fear of 
this procedure. Transfusion of blood or plasma brought a 
number of patients out of coma, caused the disappearance of 
pulmonary edema and seemed to make the difference between 
life and death. A considerable number of patients have awak- 
ened from coma following spinal fluid drainage. An initial tap 
is always justifiable in comatose patients or those with stiff 
neck, The intravenous administration of epinephrine proved of 
value to certain comatose patients. The authors have learned 
to rely on total doses of 3 to 4 Gm. of quinine each twenty- 
four hours in cerebral or severe falciparum malaria. This 
should be maintained for two or three days and then reduced 
to about 2 Gm. daily until the patient is out of danger of 
relapse. A few cerebral cases in group B have been treated 
and cured solely with atabrine. For the maniacal or convulsive 
patient intravenous sodium amytal is most useful. 


Canadian Journal of Public Health, Toronto 


35:419-460 (Nov.) 1944 
Public Health and Medical Practitioner. B, T, McGhie.—p. 419. 
Thoughts on Tuberculosis Control in Canada. W. H. Hatfield.—p, 423. 
*Outbreak of Typhoid Fever in Alberta Traceable to Infected Cheddar 
Cheese. D. B. Menzies.—p. 431. 
Canadian Vital Statistics During War Years. E. Charles.—p. 439. 
Typhoid in Alberta from Cheddar Cheese.— Menzies 
reports that in the 1944 outbreak in Alberta 83 cases of typhoid 
were reported, with 7 deaths. Questioning revealed that all 
the sick persons had eaten fresh, green cheddar cheese. The 


- suspected cheese was withdrawn from the market and an inves- 


tigation was started among the people supplying milk to the 
cheese factory in which the cheese had been prepared. It was 
learned that milk was being shipped by 96 different families, 
223 members of which gave histories of handling milk in one 
way or another. Of these 223 persons 19 gave histories of 
previously having had typhoid, 51 gave histories of contact with 
typhoid and 82 gave histories of remote contact. The remain- 
ing 81, many of whom were adolescents born in the district, 
gave histories which more or less ruled out their being the 
agent responsible for the outbreak. Three samples of stool (on 
different days) and one urine sample were obtained from each 
member of the two groups first mentioned. Single samples of 
stool and urine were obtained from the third group. No testing 
was done on the remaining 81 persons. As a result of this 
procedure 1 carrier was detected among the first group giving 
a history of having previously had typhoid. This woman, 
aged 38, had had the disease in Russia in 1919. All 3 of her | 
stool samples were positive. All other samples obtained. from 
the other 141 persons proved negative. The typhoid organism 
was not isolated from the cheese. The cheese tested was 48 and 
63 days old. In view of the work of Campbell and Gibbard on 
the survival of Eberthella typhosa in cheese it was hoped that 
the actual organism would be isolated, but such was not the 
case, Why the typhoid organism should survive for as long 
as 336 days in artificially inoculated cheese and be absent in 
ordinary infected cheese 63 days old is an open question. 
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Statistical records indicate that the period of incubation of the 
disease was from fourteen to twenty-one days. There was evi- 
dence to show that the typhoid organism was still alive for 
approximately one month after the date of manufacture but 
nothing to indicate that any cases were contracted by eating 
infected cheese of greater age. Phage typing afforded an addi- 
tional means of assuring that the organism isolated from the 
carrier, viz. type E, was the same type as that found in 6 of 
the cases chosen at random. The problem was such in the 
opinion of the Provincial Board of Health that legislation was 
necessary to prevent further outbreaks. As a result of this 
decision, regulations respecting the sale of cheese in the province 
of Alberta were to go into effect on Dec. 1, 1944. These regu- 
lations require that cheese either be pasteurized or be stored 
for at last three months following meanufacture before being 
allowed to appear on the open market. 


Hawaii Medical Journal, Honolulu 
4:1-56 (Sept.-Oct.) 1944 


Tropical Disease Dangers in Hawaii. N. P. Larsen, C. T. Young and 
A, M. Masters.—p. 9. 

Mimicry by Leprosy. E. K. Chung-Hoon.—-p. 13. 

Proctoseopic Color Movies. J. P. Nesselrod.—p. 15. 


Indiana State Medical Assn. Journal, Indianapolis 


37:579-670 (Nov.) 1944 
Medical Aspects of Pressurized Aircraft. D. N. W. Grant.—p. 579. 
Primary Atypical Pneumonia. R. W. Bernhard and D, W. Chapman. 
—p. 584. 
whe ngs ie in Diagnosis and Treatment of Peripheral Vascular Disease. 
N. Katz.—p. 589. 


$7:671-758 (Dec.) 1944 
Tumors of Bronchi. P. H. Holinger.—p. 671. 
Fibrocystic Disease of Pancreas with Unusual Associated Lesion. I. J. 
Markel.—p. 674. 
Gonorrheal Ophthalmia: Report of Case Treated with Penicillin. M, E. 
Miller.—p. 679. 
Surgery of Trauma and Its Importance as Emergency. L. K. Cooper. 


—p. 681. 
Aleoholies Anonymous for Treatment of Chronic Alcoholism. G. E., 
Metcalfe.— p. 684. 


Journal of Clin. Endocrinology, Springfield, Ill. 
4:469-510 (Oct.) 1944 


*Moditied Protamine Zinc Insulin: Comparison with Globin Zinc Insulin 
and Insulin Mixtures. C. M. MacBryde and R. S. Reiss.—p. 469. 
Case of Cushing’s Syndrome Treated with Testosterone Propionate. 
M. J. Whitelaw.—p. 480. 

Parathyropituitary Syndrome in Pituitary Eosinophilism. R. M. Perl- 
man.—p. 483. 

Granuloma of Pituitary Associated with Pan-Hypopituitarism. S. J. Glass 
and S. D: 


avis.—p. 489. 
Parathyroid Insufficiency and Human J. B. 
es E. B. Del Castillo, J. F. Manfredi and F. A. De La Balze. 


. 493. 
Anthormone Problem in Clinical Endocrine Therapy. J. H. ict. 
. 500. 


Eunuchoid Habitus Associated with Sickle Cell Anemia and Sickling 

Trait. E. A. Sharp and E. C. Vonder Heide.—p. 505. 

Comparison of Insulins.—Of 350 well controlled diabetic 
patients treated by MacBryde and Reiss in four years only 
186 could be regulated with protamine zinc insulin alone, while 
164 required in addition a separate morning injection of regular 
insulin. The authors show that if the majority of moderate 
and severe cases of diabetes are to be controlled with one daily 
injection, some different modification of insulin will prove neces- 
sary. The authors investigated several insulin modifications. 
They give particular attention to a standard modified protamine 
zinc insulin having the same pu as market protamine zinc 
insulin (7.2) but containing only half the added protamine and 
zinc. Approximately 75 per cent of this insulin is in precipi- 
tated, slowly absorbed form, while 25 per cent is in solution 
and is rapidly absorbed. In 16 comparative case studies, modi- 
fied protamine zinc insulin gave better control in 13 patients 
than globin zinc insulin. In no case did globin zinc insulin 
establish better regulation than modified protamine zinc insulin. 
Globin zinc insulin failed to prevent after-breakfast hyper- 
glycemia in 12 of the 16 cases and caused afternoon hypo- 
glycemia in 9 of the 16. Fasting blood sugars were higher in 
13 of the 16 cases when globin zinc insulin was used. Even 
when special diets were employed, allowing a smaller breakfast 
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and a larger lunch, the same defects in control were observed 
with globin zinc insulin. In ten direct comparative studies with 
an extemporaneous mixture made with 2 parts of crystalline 
insulin and 1 part of protamine zinc insulin, modified protamine 
zine insulin gave better control in every one of the 10 cases. 
Irregular results were obtained with the mixture, with failure 
to duplicate twenty-four hour curves. The rise in blood sugar 
after breakfast was poorly controlled with the mixture, and 
there was a tendency to hypoglycemia at midafternoon or mid- 
night. In a total of 110 case studies conducted over a four 
year period, good regulation was established in 98 patients with 
a single injection of modified protamine zinc insulin daily. 
Severe as well as mild cases were well controlled. The authors 
think that the use of multiple forms of insulin should be dis- 
couraged. They think that two forms of insulin should be 
sufficient: (a) modified protamine zinc insulin such as that used 
in these studies, which might well be substituted for standard 
protamine zinc insulin since it will control a much larger per- 
centage of patients with uncomplicated diabetes, and (b) regular 
(or crystalline) insulin for use in diabetic emergencies and 
whenever supplementary insulin is required. 


Journal of Clinical Investigation, Boston 
23: 859-964 (Nov.) 1944 


*Chemical Studies in Hypertension: Reducing and Nitrogenous Fractions 
in Protein Free Blood Filtrates. R. F. Holden.—p. 859 

Variations in Behavior of Buffy Coat Cultures Among Individuals of 
Different Constitution Types. G. Draper, Helen J. Ramsey and C. W 
Dupertuis.—p. 864. 

Serum Albumin Regeneration as Effected by Intravenously and Orally 
Administered Protein Hydrolysates. W. M. Cox Jr. and A. J. Mueller. 
—p. 875. 

“Effect of Testosterone Compounds on Nitrogen Balance and Creatine 
Excretion in Patients with Thyrotoxicosis. L. W. Kinsell, S. Hertz 
and E. C. Reifenstein.—p. 880. 

Autohemagglutinins: “Cold Agglutinins.” C. B. Favour.—p. 891. 

Studies of Accommodation of Nerve in Parathyroid Deficiency. 
Wigton and F. Brink Jr.—p. 898. 

Determination of Arterial Oxygen Saturations from Samples of ‘Capil- 
lary” Blood. J. L. Lilienthal Jr. and R. L. Riley.—p. 904. 

New Method for Studying Breathing, with Observations on Normal and 
Abnormal Subjects. L. Silverman, R. C. Lee and C, K. Drinker. 


R. S. 


—p. 907. 
“Renal Excretion of Sulfamerazine. D. P. Earle Jr.—p. 914. 
Chemical Studies in Hypertension.—Holden describes the 
determination of nonfermentable reducing substance and non- 
urea nitrogen in protein free blood filtrates from hypertensive 
subjects. The patients are classified into two groups, one with 
normal, the other with elevated blood nonprotein nitrogen levels, 
in an effort to demonstrate corresponding variations in the frac- 
tions under consideration. Appreciable amounts of nonfermentable 
reducing substance were noted in 30 of 38 zinc filtrates from 
patients with hypertensive disease and in 4 of 21 control filtrates. 


_ A similar difference was found in tungstic acid filtrates. Among 


the hypertensive subjects the nonfermentable reducing substance 
in zinc filtrates exhibited some tendency to vary with non-urea 
nitrogen. No direct relation to blood pressure or urea clearance 
could be demonstrated. 


Testosterone Compounds in Thyrotoxicosis.—Thyro- 
toxicosis is characterized by an increase in the urinary excretion 
of nitrogen and creatine and by a decrease in body weight. 
Testosterone propionate has the opposite effect of these three 
variables. Kinsell and his co-workers investigated the metabolic 
effect of testosterone propionate and methyl testosterone on 
3 patients with thyrotoxicosis. Testosterone propionate induced 
a positive nitrogen balance in these patients and caused a 
weight gain; these effects were obtained in patients whose diet 
was constant and even in individuals whose caloric intake was 
less than their caloric expenditure. Methyl testosterone had a 
similar initial effect on the nitrogen balance, but its effect was 
not sustained. The difference between methyl testosterone and 
testosterone propionate may possibly be attributed to the 
calorigenic effect of the former or, more probably, to its dif- 
ferent effect on creatine metabolism. Testosterone propionate 
decreased the hypercreatinuria which characterizes thyrotoxi- 
cosis; methyl testosterone increased it. It is suggested that 
methyl testosterone may increase creatine formation at the 
expense of protein anabolism. In the 1 patient with thyro- 
toxicosis in whom calcium studies were carried out, there was 
with testosterone propionate therapy a striking reduction in 
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the hypercalciuria characteristic of thyrotoxicosis. The effect 
of testosterone propionate in reducing the serum potassium level 
was confirmed in 1 patient. Testosterone propionate improved 
the clinical status of thyrotoxic patients; methyl testosterone, 
on the contrary, aggravated their toxicity. The latter drug is 
probably contraindicated in this disease. Testosterone propio- 
nate may prove to be a useful therapeutic adjunct in preparing 
for operation thyrotoxic patients who have sustained severe 
weight loss, with emaciation and muscle wasting. A daily 
dosage of 12.5 mg. is probably adequate. This should be given 
in addition to whatever drug is used to reduce the metabolic 
rate—iodine or thiouracil. 

Renal Excretion of Sulfamerazine.—Earle made simul- 
taneous measurement of the renal plasma clearance of the drug 
and the rate of glomerular filtration under different experimen- 
tal conditions. Measurements also were made on the extent 
to which sulfamerazine is bound to the nondiffusible con- 
stituents of plasma, presumably plasma albumin, since it is only 
the unbound drug in the plasma water that is presented to the 
glomeruli jor filtration. The ratio of the unbound drug clear- 
ance to the concurrent rate of glomerular filtration (excretion 
ratio) yields information on the extent to which the filtered 
material is reabsorbed or excreted by the renal tubules. The 
addition of a methyl group to the pyrimidine ring of sulfa- 
diazine to form sulfamerazine results in a compound that has a 
very low overall renal excretion rate. This is the result of 
extensive reabsorption by the renal tubules and binding on 
plasma proteins. The N#-acetyl derivative of sulfamerazine 
(which is presumably its conjugated form) is secreted rather 
than reabsorbed by the renal tubules. The low overall excre- 
tion rate of sulfamerazine has two distinct therapeutic advan- 
tages: (1) relatively infrequent and small doses are required to 
maintain any given plasma concentration, and (2) the urine 
concentration of the drug at any given plasma level is less than 
that of other sulfonamides in current use. Such a circumstance 
should minimize the renal hazard of sulfonamide therapy, but 
additional factors such as solubility, urine flow and px may be 
expected to operate in this respect. An increase in. the excre-- 
tion rate of sulfamerazine accompanies augmented electrolyte 
elimination. This occurs when the electrolyte excretion is 
increased by a variety of means. The renal excretion of sulf- 
amerazine does not appear to be simply related to the rate of 
urine formation. Indirect evidence suggests that sulfamerazine 
is reabsorbed by an active transport system in the renal tubules, 
but this has not been directly demonstrated. 


Journal of Experimental Medicine, New York 
80:455-586 (Dec.) 1944 


Plasma Protein Metabolism—Normal and Associated with Shock: 
Observations Using Protein Labeled by Heavy Nitrogen in Lysine. 
R. M. Fink, T. Enns, C. P. Kimball, H. E. Silberstein, W. F. Bale, 
S. C. Madden and G. H. Whipple.—p. 455. 

Adjuvants in peeeengeter with Influenza Virus Vaccines. W. F. 
Friedewald.—p. 

Spirocheticidal to ‘of Penicillin in Vitro and Its Temperature Coeffi- 
cient. H. Eagle and Arlyne D. Musselman.—p. 493. 

Influence of pu and of Certain Other Conditions on Stability of Infec- 
tivity and Red Cell Agglutinating Activity of Influenza Virus. G. L. 
Miller.—p. 507. 


Sedimentation Rate of Biologic Activities of Influenza A Virus. M. A. 
Lauffer and G. Miller.—p. 521 a 
Biophysical Properties of Preparations of PR8 Influenza Virus. M. A. 


Lauffer and W. M. Stanley.—p. 531. 
Electrophoretic Studies on PR8 Influenza Virus. 
Lauffer and W. M. Stanley.—p. 549. 

Effect of Enzyme Inhibitors and Activators on the Multiplication of 
Typhus Rickettsiae: 1. Penicillin, Para-Aminobenzoic Acid, ium 
Fluoride and Vitamins of B Group. D. Greiff, H. Pinkerton and 
V. Moragues.—p. 561. 


G. L. Miller, M. A. 


Kansas Medical Society Journal, Topeka 
45:377-412 (Nov.) 1944 
Thiouracil in Treatment of Hyperthyroidism. R. E. Bolinger.—-p. 377. 


Uncommon Paralysis of Extraocular Muscles. B, J. Ashley.—p. 380. 
Solitary Calcified Cyst of Spleen. H. W. Neidhardt.—p. 382. 


45:413-448 (Dec.) 1944 


Kansas Evaluation Studies of Performance of Serologic Tests for Syphi- 
lis. C, A. Hunter and F. Victor.—p. 413. 

Penicillin in Gas Gangrene. A. A. McAuley and A. P. Gearhart.—p. 416. 

Duplicated Pelves: Viscerorenal Complexes. O. W. Davidson.—p, 419, 
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Maine Medical Association Journal, Portland 


35:223-248 (Dec.) 1944 
Health Hazards of Welding Fumes. W. E. Fleischer, K. W. Nelson and 
P. Drinker.—p. 223. 
A Trustee Looks to the Future. R. P. Sloan.—p. 230. 


Medical Annals of District of Columbia, Washington 


13:439-486 (Dec.) 1944 
Medical Care for Veterans and Civilians. J. P. Peters.—p. 439. 
Medicine Will Continue to Progress. J. H. Fitzgibbon.—p. 443. 
A Challenge to Doctors, R. T. McIntire.—p. 449. 
Medicine in Industry. H. Bartle—p. 450. 
Experiments in Medical Care. N. M. Scott.—p. 453. 


Medicine, Baltimore 
23:281-455 (Dec.) 1944 

Malignant Interstitial Emphysema of Lungs and Mediastinum as Impor- 

tant Occult Complication in Many Respiratory Diseases and Other 

Conditions: Interpretation of Clinical Literature in Light of Laboratory 

Experiment. Madge Thurlow Macklin and C. C. Macklin.—p. 281. 
*Biologic False Positive Serologic Tests for Syphilis. B. D. Davis.—p, 359. 
Old, Intermediate and Contemporary Contributions to Knowledge of Pan- 

demic Influenza, R. E. Shope.—p. 415 

False Positive Serologic Tests for Syphilis.—A positive 
test in a candidate for induction into the armed forces of the 
United States may be the basis for rejection. The findings of 
the Committee on Medical Research of the Office of Scientific 
Research and Development are discussed by Davis. The inci- 
dence of transient positive tests following acute infections 
depends largely on the frequency of testing during the acute 
and convalescent stages. Although postinfectious or postvac- 
cinial positive reactions occasionally last as long as three 
months, most become negative within a few days or weeks. 
Since it is customary to perform serologic tests on hospital 
patients only on admission, at which time acute infections have 
not fully developed their antibodies, it is likely that the ability 
of many common infections to lead to false positive serologic 
tests is grossly underestimated. False positive serologic tests 
are common (more than 10 per cent of cases) in leprosy, malaria 
in the acute stages, infectious mononucleosis, vaccination against 
smallpox, rat bite fever due to Spirillum minus, relapsing fever, 
lupus erythematosus and possibly certain types of atypical pneu- 
monia. There is no reliable evidence that the serologic tests 
are significantly affected by pregnancy, menstruation, scarlet 
fever, jaundice (other than infectious), subacute bacterial endo- 
carditis, tuberculosis or hypoproteinemia. Inadequate data are 
available on measles, mumps, infectious hepatitis, lymphopathia 
venereum, chancroid and many other diseases. Transient false 
positive reactions may occur in apparently normal persons with- 
out recent illness. Even persistently positive reactions may 
occur in nonsyphilitic patients. Since a large proportion of 
seropositive patients have no syphilitic lesions at necropsy, it 
is entirely possible that many seropositive persons without a 
history or signs of the disease have been mistakenly diagnosed 
and treated for latent syphilis. In large serologic dragnets 
the number of innocent victims may be large, and the psycho- 
logic, social and legal consequences to the individual may be 
serious. A positive serologic test is not an emergency. The 
most important procedure, in the absence of pregnancy, is a 
probationary period of at least three months before starting 
treatment. While many false positive tests will be revealed as 
transient during this period, there is no verification test avail- 
able today to help in the diagnosis of those which remain 
positive. 


New England Journal of Medicine, Boston 
231:721-752 (Nov. 30) 1944 


Justice and Future of Medicine. W. Berge.—p. 721 

Urologist Looks at Changing Trends in Medical Practice, 
Kretschmer.—p. 729. 

Cardiology: Normal Heart in Old Age. 
Lewis.—p. 731. 


H. L. 
A. S. Freedberg and H. D. 
231:753-780 (Dec. 7) 1944 


Study of Patient from Psychosomatic Standpoint. kK. J. Tillotson, 
—p. 753. 

Pilonidal Cyst: Analysis of 132 Consecutive Cases. 
B. S. Custer and A. Kellner.—p. 757. 

Use of Gauze Inoculated with Penicillium Notatum or Impregnated with 

' Crude Penicillin in Treatment of Surface Infections. R. S. Myers, 
R. H. Aldrich, R. W. Howard and R. A, Walsh.—p. 761. 

Endocrine Aspects of Cancer. I. T. Nathanson.—p. 764. 


H. H. Hamilton, 
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New Jersey Medical Society Journal, Trenton 
41:427-466 (Dec.) 1944 


Medical Treatment of Gallbladder Disease. M. E. Rehfuss.—p. 431. 


New Payment Plan for Care of Indigent Sick. C. V. Craster.—p. 437. 
ae Chickenpox—-Case Report. R. A. Ford and R. B. Marin. 
Home Neceokide-—ilil for the Busy Doctor. H. E. Kleinschmidt.—p. 442. 


New Orleans Medical and Surgical Journal 
97: 243-290 (Dec.) 1944 


Prostatic Obstruction and Some of Its Common Complications. E. Burns. 
—p. 243. 

Pelvic Inflammatory Diseases. W. L. Bendel.—p. 248. 

General Considerations of Brucellosis. H. J. Schmidt.—p. 256. 

Peptic Ulcer: Psychosomatic and Medical Aspects. R. A. Katz.—p. 262. 

Ruptured Intervertebral Disks. J. D. Lane.—p. 270. 

Orbital Cellulitis with Severe Cerebral Symptoms (Possible Cavernous 
Sinus Thrombosis): Successful Treatment with Combined Sulfanil- 
amide-Penicillin Therapy. J. Ramagosa and G. D. Rackley.—p. 276. 

Yearly Report of Cancer Clinic at Charity Hospital. A. Ochsner and 
M. F. Kepl.—p. 277. 


New York State Journal of Medicine, New York 


44: 2527-2638 (Dec. 1) 1944 

Rapid Plan for Treatment of Early Syphilis for Office Practice. <A. B. 
Cannon, J. K. Fisher and L. Wexler.—p. 2571. 

Intensive Treatment of Early Syphilis—-Method of Eagle and Hogan. 
G. M. MacKee and G. D. Astrachan.-—p. 2577. 

Serologic Aspects of Early Syphilis. R. C. Arnold and Margaret R. 
Zwally.—p. 2584. 

Evaluation of Newer Drugs in Ophthalmology 

Management of Obesity. L. Pelner. —?P- 2596. 

Role of Developmental Diagnosis in Clinical 
—p. 2599. 

Nutritional Improvement of Child weg 5 I, 
E. Poull and Emma L. Samuel.—p. 


Oklahoma State Medical Assn. Jour., Oklahoma City 
37:481-526 (Nov.) 1944 


Observations in “Thymus-Disease.”” G. R. Russell.—p. 481. 

Urologic Pain with Negative Urinalysis. W. F. Lewis.—p. 484. 

Science of Radiology. W. S. Larrabee.—p. 486. 

Diagnosis and Medical Management of Poliomyelitis. 
—p. 487. 

Treatment of Neuroses in General Practice. H, M. Galbraith.—p. 489. 


Puerto Rico J. Pub. Health & Trop. Med., San Juan 


20:1-120 (Sept.) 1944 

Control of Yellow Fever. M. W. Hargett.—p. 3. 

Present Knowledge of World Problem of Yellow Fever, with Special 
Reference to South America and, More Particularly, to Brazil. H. P. 
Froes.—p. 46. 

Relationship of Clinical Amebiasis to Various Strains and Growth 
Requirements of Endameba Histolytica. H. E. Meleney.—p. 59. 

Mycetoma by Monosporium Apiospermum in St. Croix, Virgin Islands. 
A. L. Carrién and J. Knott.—p. 84. 

New Neotropical Biting Sandflies of Genus Culicoides (Diptera: Cerato- 
pogonidae). I. Fox and W. A. Hoffman.—p. 108 


W. S. Atkinson.-—p. 2590. 


Medicine A. Gesell. 


N. Kugelmass. Louise 


C. M. Pouaders. 


Rocky Mountain Medical Journal, Denver 
41:873-884 (Dec.) 1944 
Modern Treatment of Anterior Poliomyelitis. O, L. Huddleston.—p. 889. 
Dehydrating Our Medical Reading. C. B. Van Zant.—p, 904, 
Role of Roentgenogram in Tuberculosis Finding. A, Rest.—p. 
*Rocky Mountain Spotted Fever: Treatment with Penicillin. 

Edmunds.—p. 910. 

Penicillin in Rocky Mountain Spotted Fever.—Edmunds 
reports that a boy aged 14, who became ill with high fever, 
chills, headache, backache, vomiting and general malaise, was 
admitted to the hospital and was given sulfonamides as a matter 
of routine. These proved ineffective. A’ diagnosis of Rocky 
Mountain spotted fever was made and was corroborated by a 
history of tick bites and an increased agglutination dilution for 
Rocky Mountain spotted fever. One hundred thousand units 
of penicillin was added to 500 cc. of isotonic solution of sodium 
chloride and given by drip intravenously. Within two hours 
the temperature, which had been between 104 and 105 F., 
dropped to 100 F. and there was a definite improvement in the 
patient’s condition. The boy recovered. author hesitates 
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to draw conclusions from 1 case, but he hopes that penicillin 
will be tried by others in Rocky Mountain spotted fever so 
that its benefits will be either proved or disproved. 
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South Carolina Medical Assn. Journal, Florence 


40: 221-248 (Nov.) 1944 

Practical Obstetrics. J. D. Guess.—p. 221. 

Use of Continuous Spinal Anesthesia for Analgesia in Labor and 
During Delivery. P. G. Ebner.—p. 

Instrument for Obtaining Split Skin Grafts. L. H. McCalla.—p. 228. 

Tick Paralysis Resulting from Infestation with Dermacentor Andersoni 
of Stiles, Common Rocky Mountain Wood Tick. C, P. Ryan and 
H. B. Canning.—p. 229. 


40: 249-274 (Dec.) 1944 
Treatment of Diabetic Coma. O. Z. Culler.—p. 249. 
“Aneurysm of Abdominal Aorta: Analysis of 17 Cases. H, R. Pratt- 
Thomas.—p. 251 
Results with Commercial Smallpox Vaccine. J. TI. Waring.—p. 254. 
Treatment of Vincent’s Angina of Tonsil. N. O. Eaddy and M. Abram- 
son.——p. 


255. 
Congenital Hydronephrosis: Case Report. A. C. Hope.—p. 256. 


Aneurysm of Abdominal Aorta.—Pratt-Thomas states that 
aneurysm of the abdominal aorta among Negroes is not rare. 
Aneurysms of the thoracic portion of the aorta are from seven 
to ten times more frequent than those of the abdominal aorta, 
but the comparative incidence of the two conditions shows con- 
siderable variation in different localities. In the necropsies per- 
formed in the department of pathology of the Medical College 
of South Carolina since 1917 there have been 89 aneurysms of 
the aorta. Sixteen of these were of the dissecting variety. Of 
the remaining 73 of saccular or fusiform type 56 were located 
in the thoracic and 17 in the abdominal aorta. Fourteen of 
these 17 were in men. The higher incidence of syphilis among 
men, as well as the possible effects of greater physical effort, 
are believed responsible for this unequal sex ratio. The higher 
incidence of syphilis among the colored race also probably 
accounts for the fact that 14 of these patients were Negroes. 
Syphilis was the etiologic factor in 15 of the 17 patients. The 
principal symptom of abdominal aortic aneurysm is pain. 
Fifteen of the patients in this series complained of pain. This 
was described as dull and aching by some, but in 7 it was 
variously described as cutting, sharp, dagger-like or incapacitat- 
ing. It may he located in any portion of the abdomen or back 
but is most frequently present in the lower thoracic and lumbar 
regions. Seven patients complained of pain in the back. Just 
as pain is the most important symptom, so a tumor mass is the 
sign of greatest significance. Rupture of the aneurysm was the 
cause of death of 11 patients. Complications occurring as a 
direct result of the unruptured aneurysm were responsible for 
the death of 3 patients. These were compression atelectasis, 
thrombophlebitis of the leg, acute cystitis, infarction of the 
kidney with uremia and bronchopneumonia. In 3 cases the 
aneurysm was an incidental finding, the causes of death being 
gumma of the heart with aneurysm of the interventricular sep- 
tum, acute hemorrhagic pancreatitis and hypertensive cardio- 
vascular disease with lobar pneumonia. The average length of 
life after the onset of symptoms in 14 cases was six months. 


United States Naval Med. Bulletin, Washington, D. C. 


43:847-1084 (Nov.) 1944. Partial Index 


*Liver Involvement in Malaria. R. A. Kern and R. F. Norris.—p. 847. 
“Relapsing Malaria: Analysis of Cases from Solomons. R. J. Metcalf 
and J. Ungar Jr.—p. 859. 
*Air Embolism in Immersion Blast. F. J. Gouze and R. Hayter.—p. 871. 
herent Scars of Lower Extremity. G. V. Webster.—p. 878. 
ical Problems in Amphibious Warfare: LST in Evacuation of 
Casualties. T. D. Cuttle and J. N. Marquis.—p. 922 
Hospital oe ' in Amphibious Action. F, F. Wildebush and J. E. Climer. 


ong — Enteric Bacilli: II. Salmonella Group. L. A. Barnes. 
——?p- 
Findings in 189 Cases. P. A. G. Johnson.—p. 950. 


Filarial Problem on Nanumea. R. B. Venner.—p. 955. 

Eyeglasses for Combat. A. A. Knapp.—p. 964. 

“Penicillin in Treatment of Primary Atypical Pneumonia: 9 Cases. 
J. J. Short.—p. 974. 

Penicillin iy in Phagedenic Ulcer (Tropical Sloughing Phagedena) : 
Report of 18 Cases. W. G. Hamm and G. Ouary.—p. 981. 

Chemotherapy, Pyrotherapy and agesseag in Treatment of Gonorrhea. 
D. H. Pardoll and R. L. Dennis.—p 

Penicillin in Treatment of Rheumatic sc Wenee and Gonococcal Infections. 
J. Twiss.—p. 1001, 


Liver Involvement in Malaria.—Kern and Norris were 
impressed with the frequency of involvement of the liver in 
their studies of 1,153 cases of malaria seen on a hospital ship. 
Enlargement of the liver was found 59 times in 100 consecutive 
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proved malarial patients. Two thirds of the patients with 
falciparum infection had an enlarged liver. This was a some- 
what higher incidence than among the vivax cases or among 
those in whose thick films plasmodia were found, but the species 


of plasmodium could not be identified. The enlargement of-the_ 


liver, like that of the spleen, seemed to follow the course of the 
disease. It was not palpable at the onset of the disease but 
enlarged during the first few days of fever and tended to remain 
so during the duration of symptoms. It grew smaller as the 
fever subsided under treatment. The consistency of the enlarged 
liver varied considerably. Liver tenderness was present on 
palpation in 8 of the 59 patients. The liver involvement is 
attended by impaired hepatic function, as shown by increased 
van den Bergh readings of blood bilirubin, but rarely reaching 
the stage of obvious jaundice and by sulfobromophthalein reten- 
tion. Impairment of function, like enlargement of that organ, 
varies with the activity of the disease. The liver condition may 
_ give rise to anorexia, occasionally to nausea and vomiting, and 
perhaps to other vague symptoms that might be called “cachec- 
tic.” The enlarged liver is at times tender to palpation and in 
rare instances is painful, suggesting the possibility of liver 
abscess. The presence of liver involvement is not an evidence 
of chronicity. The nature of the liver change is uncertain; at 
most it may be a swelling of the parenchymal cells and atten- 
dant compression of the sinusoids, plus the finding of malarial 
pigment in the Kupffer cells. The authors recommend the use 
of a high carbohydrate, high protein, low fat diet in malaria to 
spare the liver from further damage. ‘ 

Relapsing Malaria.—Metcalf and Ungar analyze observa- 
tions on a series of 250 cases of malaria, all except 2 of which 
were in men who had been evacuated to this country following 
the initial engagement in the Solomon Islands. On return to 
the continental limits all patients were admitted to a naval 
hospital, where malarial smears were made. In the absence of 
clinical malaria and with negative smears many patients after 
a relatively short time were granted thirty to forty days’ sick 
leave and permitted to go to their homes. Many became acutely 
ill while on leave and were forced to seek treatment at or near 
their homes. These relapses did not seem to respect any par- 
ticular climate or altitude. The cases described here are chronic 
relapses, benign tertian in type. A low parasitemia was capable 
of producing a severe rigor. The figure has been as low as 
9 parasites per cubic millimeter of blood. This is in contrast 
to the findings in natives inhabiting malarious areas, who fre- 
quently are shown to harbor a tremendous number of parasites 
with no clinical manifestations. Even in the American forces 
at this comparatively early date many cases with parasitemias 
but no clinical disease have been reported. These cases are 
added evidence that we do not have as yet any drug or com- 
bination of drugs adequate for coping with the malaria problem. 
It is fortunate in view of the quinine shortage that atabrine is 
available. This drug has a meritorious record in malignant 
tertian malaria. Its efficacy in the benign tertian type is con- 
siderably less. Atabrine failure is not due to insufficient dosage, 
since large doses were given. Quinine in large doses has been 
much more effective in these cases. The ideal drug for eradicat- 
ing plasmodia, particularly the latent form recently termed the 
cryptozoite, may well be found to be a colloidal plasmodicide 
having a special affinity for the reticuloendothelial system. Such 
a compound has been evolved by combining high molecular 
pectin solutions with various soluble plasmodicides. Toxicity 
studies are promising, but as yet no opportunity for using the 
substance in experimental malaria has been afforded. 

Air Embolism in Immersion Blast.—Gouze and Hayter 
carried out experiments to determine whether air enters the 
circulation in blast injury to the lungs and, if it does, what 
part it plays in the sudden death observed in severe blast injury. 
One guinea pig and 9 rabbits were used. Postmortem observa- 
tions on animals subjected to fatal immersion blast revealed 
{frequent air embolism of varying degree. The authors believe 
that early death in blast is caused by (a) air embolism, (b) 
reduced respiratory function and (c) insufficient flow of blood 
from the left ventricle. Data from necropsies on human victims 
dying soon after blast are needed. It is suggested that victims 
of blast injury be compressed in an air chamber. 
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Filariasis—Johnson analyzes 189 cases of filariasis occur- 
ring in Marines, the majority of whom had been examined by 
the Filariasis Board in the South Pacific and returned to the 
Marine Corps Base in San Diego. The mean incubation period, 
the time elapsing between arrival in an infested area and the 
development of symptoms was nine and a half months. The 
symptoms observed were fatigue, headache, drowsiness, blurring 
of vision, dysuria, a chilly sensation at times and backache. 
There is a wide variation in symptoms. Two conditions con- 
sistently observed are swelling of the affected part and tender- 
ness of the involved area, especially during recrudescence. The 
lymphangitis was usually of a descending type rather than the 
classic ascending type of lymphatic infection. Lymphadenitis 
was not always centrifugal, for axillary nodes were sometimes 
found when epitrochlears were not palpable. In quiescent cases 
the forearm is often found to be slightly indurated in the upper 
third. Involved glands in the wrist and in the neck were not 
uncommon. The legs showed less involvement. Patients with 
lesions elsewhere complained of pain in the popliteal region and 
in the thigh on the medial aspect without palpable glandular 
enlargement. The scrotal lesions presented considerable varia- 
tion. The testis and epididymis were as a rule but slightly 
enlarged and somewhat abnormal on palpation. The increased 
fluid in the tunica could be seen readily during exacerbations. 
Large inguinal glands were commonly found. During intervals 
the most consistent indication of having had filariasis was a 
thickening of the spermatic cord. Even in cases of pronounced 
swelling there was a moderate degree of pain. Exercise pro- 
duces an increase in pain and swelling. The effect of climatic 
variables is uncertain. Damp weather and genuinely hot weather 
apparently tend to promote relapses. The patients showed a 
great improvement after being within the United States more 
than one hundred and seven days. The proper psychologic 
approach to patients having filariasis greatly reduced their 
requests for extended hospitalization. 

Penicillin in Primary Atypical Pneumonia.—In the first 
of Short’s series of cases of atypical pneumonia the adminis- 
tration of penicillin led to a sudden and sharp temperature 
decline, disappearance of symptoms and rapid convalescence. 
Eight additional cases have been treated, all of which responded 
more or less promptly to the drug. A control series was not 
observed, but results with penicillin seemed to be much superior 
to those with the expectant, symptomatic treatment formerly 
used. The average number of days from the institution of 
penicillin therapy until the temperature became normal and 
remained so was 3.5. This is decidedly less than the usual 
expectancy with supportive treatment. 


War Medicine, Chicago 
6:283-352 (Nov.) 1944 
Experimental Production of Motion Sickness. E. 
Oppenheimer, G. C. Henny and H. T. Wycis.—p. 


Neuropsychiatry in United States Marine Corps, ad s Reserve: 
Criteria for Rejection, P. Solomon, M. Brown and M. R. Jones. 


M. J. 


—p. 291, 

Problems and Treatment of Immersion Blast in British Navy. E. P. P. 
Williams.—p. 296 

Peptic Ulcer in Canadian Army. W. R. Feasby.—p. 300. 

Scrub Typhus: Results of Study ot Cases of 200 Patients Admitted to 
and Treated at Station Hospital Between Feb. 9, 1943 and Feb. 4, 1944. 
B. L. Lipman, A. V. Casey, R. A. Byron and E. C, Evans.—p. 304. 

Residuals of War Wounds of Extremities. F. D. Threadgill.—p. 316. 

Treatment for Head Lice, Crab Lice and Scabies. G, W. Eddy.—p. 319. 

Experimental Impregnation of Underwear with Pyrethrum Extract for 
Control of Body Lice. H. A. Jones, L. C. McAlister, R. C. Bushland 
and E, F. Knipling.—p. 323. 


Wisconsin Medical Journal, Madison 
43:1105-1190 (Nov.) 1944 


Peptic Ulcer: 1. Etiology, Pathology and Incidence of Peptic Ulcer. 
F. A. Stratton.—p. 1125. 

Id.: 2. Medical Treatment of Bleeding Peptic Ulcer. J. Shaiken. 
—p. 1128. 

Id.: 3. Treatment of Bleeding Peptic Ulcer. R. M. Kurten. 

Id.: , on gi Carcinoma in Its Earliest Stages. 
G, Eusterman.—p. 

Id.: 5. Operations of Pasar in 7 Uleer. E. R. Schmidt.—p. 1144. 
Id.: Discussion of Symposium. D. C. Balfour—-p. 1147. 
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FOREIGN 
An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Medical Journal, London 
2:557-610 (Nov. 4) 1944 


Infective Hepatitis in Malta Garrison. K. Damodaran and S. J. Hart- 
fall.—p. 587. 
“Human Milk Intoxication Due to Bi Avitaminosis. 
Acute Brachial Radiculitis. J. W. A. Turner.—p. 
Transnasal Intragastric Ryle’s Tube in Tropical pciains: G. A. Ran- 
some, L. M. Gupta and J. C. S. Paterson.—p. 594. 
Suprarenal Hemorrhage: Case. C. J. Williams and R. Ellis.—p. 596. 
Human Milk Intoxication Due to B,: Avitaminosis.— 
Fehily discusses the high infant mortality in China. Some 
deaths occur suddenly in apparently healthy, well fed and well 
cared for babies. Sometimes the mothers observe that their 
infants suddenly become cyanotic and dyspneic and die, appar- 
ently of suffocation. In such cases women believe that suf- 
focation is due to “wind,” They believe that this “wind” is 
transmitted to the infants through their own milk, which is 
considered to be “no good.” Actually the belief that their milk 
is not good has been scientifically proved. In 1888 Hirota in 
Tokyo was the first to observe a complex of symptoms in infants 
fed by beriberic women, and he called this complex infantile 
heriberi. It is now known that in B, avitaminosis, owing to a 
reduction of certain coenzymes, the intermediary products of 
incomplete carbohydrate oxidation accumulate in the tissues, 
organs and body fluids, including human milk. These inter- 
mediary metabolites are believed to consist of lactic acid, 
acetoacetic acid, glycuronic acid, glyceraldehyde, acetaldehyde, 
dihydroxyacetone, methylglyoxal and others. One of these sub- 
stances—methylglyoxal—has been shown to be actively toxic 
and, as it is never found in the milk of healthy women, it has 
been suggested that this product is the toxic factor in the milk 
of B, avitaminotic women. Various authors have stated that 
other intermediary products, if in excess, are toxic. The amount 
of pyruvic acid and sodium pyruvate in the milk of B: avitami- 
notic women seems beyond the infantile tolerance. Human 
milk intoxication is not restricted to China but occurs when- 
ever the staple foods of women are vitamin B, deficient 
carbohydrates. An apparently healthy mother with latent B: 
avitaminosis may produce milk containing intermediary metabo- 
lites just above the infant’s tolerance, which would lead to pre- 
disposition to infantile complaints such as respiratory infections 
or persistent intestinal catarrhs. Accumulation of intermediary 
metabolites in the milk of lactating women may be encountered 
in conditions other than B: avitaminosis, such as acidosis, ketosis, 
anoxemia, toxemia and uremia. 


Fehily.—p. 590. 


Journal of Mental Science, London 


90:681-834 (July) 1944 

Study of Histology of Testis in Schizophrenia and Other Mental Dis- 
orders. R. E. Hemphill, M. Reiss and A, L. Taylor.—p. 681. 

Significance of Atrophy of Testis in Schizophrenia. R. E. Hemphill. 
—p. 696. 

*Psychometric Method of Determining Intellectual Loss Following Head 
Injury. W. R. Reynell.—p. 710. 

Mental Tests in Senile Dementia. H. Halstead.—p. 720. 

Psychiatric States in 130 Ex-Service Patients. H. Stalker.—p. 727. 


Resort to Phantasy in Individuals and Societies. G. R. Peberdy. 
—p. 739 

Foreign Service Neurosis. J. F. Burdon.—p. 746. 

Loss of Spatial Orientation, Constructional Apraxia and Gerstmann’s 


Syndrome. E, Stengel.—p. 753 
Acute Confusional Insanity and Delirium. E. S. Stern.—p. 761. 
Insulin Treatment in Neurosis. D. E. Sands.—p. 767. 

Study of Acute Neurotic Depression as Seen in Military Psychiatry 
and Its Differential Diagnosis from Depressive Psychoses. shee 
Stockings.—p. 772. 

Memory Defects Following Electrotherapy. 


M. B. Brody. 


Shock Therapy in Presence of Physical Contraindications. M. Straker. 


—p. . 
Nonobstryetive Unilateral Hydrocephalus. A. Roberts.—p. 784. 


Psychometric Method of Determining Intellectual 
Loss Following Head Injury.—According to Reynell, from 
15 to 20 per cent of moderate or severe head injuries are fol- 
lowed by persisting intellectual impairment, causing loss of 
efficiency often increased by psychoneurotic symptoms arising 
from such incapacity. Deterioration of powers of sustained 
attention, of recent memory and of emotional control are charac- 
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teristic after severe head injury, but ignorance of the patient's 
previous capacity and personality makes estimation difficult. 
The method described by the author has been used by him at a 
military hospital for head injuries during the past eighteen 
months. It requires from twenty to thirty minutes and uses a 
differential test score based on tests described in Wechsler’s 
“Measurement of Adult Intelligence.” Wechsler claimed that 
cases of organic cerebral injury or disease showed lower scores 
on arithmetical reasoning, digit retention and “relational think- - 
ing’ than in vocabulary, general information and comprehen- 
sion, and that such differences could be used as an index of 
intellectual impairment. Wechsler used a battery of ten tests, 
of which the author has selected six. Three of these, called the 
A series, have all been found to hold up well in cerebral injury 
and disease; the remaining three—the B series—all tend to fall 
away in such conditions. The reliability of such a method as a 
clinical instrument depends to some extent on the experience of 
the user. About 10 per cent of cases with clinical evidence of — 
intellectual loss may pass through the sieve, but in doubtful 
cases other tests—especially Kohs’s block design tests and the 
digit symbol, which also hold up badly in association with 
intellectual deterioration, should be used as supplementary tests. 
The author performed the test in 520 consecutive cases of head 
injury referred for psychiatric examination. Of these 120 cases 
gave a positive result on the A and B series, i. e. a difference 
of 10 or more between the intelligence quotients calculated on 
the two series of tests. Ninety-five of these were cases of 
moderate or severe head injury. Three hundred cases gave no 
significant difference between the two test scores; 90 of these 
were cases of moderate or severe head injury. One hundred 
cases were found to be “dull and backward,” i. e. with intelli- 
gence quotient 60 to 85. The results in these cases were not 
considered to be of great significance. The best index of a 
man’s lowered efficiency is incapacity when returned to his 
usual work. In the majority, this acid test of efficiency was not 
available. It was therefore necessary to judge the validity of 
a positive finding by fitness or unfitness for further military 
service. Eighty per cent of 100 positive cases were found by 
medical boards, which were uninfluenced by the result of the 
A and B tests, to be unfit for further service; 80 per cent of 
subjects who were negative by the same differential test— 
although all were cases of moderate or severe head injury—were 
returned to duty. 


South African Journal Medical Sciences, Johannesburg 


9:75-110 (Aug.) 1944 

Dental Caries in High and Low Incidence Area in South Africa: Study 
of Possible Contributory Factors, with Special Reference to Diet. Mar- 
guerite Malherbe and T. Okerse.—>p. 75. 

Assessment of Effects of Desoxycorticosterone Acetate on Perineal Swell- 
ing and Menstrual Cycle of Normal Adult Baboons. Christine Gilbert 
and J. Gillman.—p. 89. 

.Estrogen Metabolism in Baboon as Assessed by Perineal Swelling and 
Uterine Bleeding, with Special Reference to Problem of “Spontaneous” 
Rhythms Induced by Continuous Treatment with Threshold Concen- 
trations of Estrogen. Christine Gilbert and J. Gillman.—p. 99. 

*Notes on Use of Duck and Turkey Eggs for Large Scale Preparation of 
Epidemic Typhus Vaccine. A. P. Berkowitz.—p. 109. 

Duck and Turkey Eggs for Large Scale Preparation 
of Typhus Vaccine.—Berkowitz used duck eggs for the prepa- 
ration of typhus vaccine. He found that the average yield of 
vaccine per duck egg harvested on the seventh or eighth day 
after inoculation is 100 to 200 cc. This is approximately five 
times the average yield of vaccine from hen’s eggs. Stained 
smear preparations in a high percentage of yolk sacs show 
almost a confluent sheet of rickettsias, quite beyond anything 
seen even in the most heavily infected hen’s egg. A further 
advantage of the use of duck eggs consists in the fact that, since 
the yield per yolk sac is so high, the residual proteins are corre- 
spondingly diluted, thus rendering subsequent processing easier. 
Preliminary protection tests in guinea pigs indicate that duck 
egg vaccine is at least equal in protective value to that made 
from hen’s eggs. Comparative tests were also carried out with 
turkey eggs. The growth of epidemic typhus rickettsias in the 
yolk sac of turkey eggs is at least as prolific as that in duck 
eggs, the yield of vaccine being as great. The best conditions 
for the primary incubation of duck eggs is 102 F. in a com- 
pletely humid atmosphere. 
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Book Notices 


Modern Clinical Syphilology: Diagnosis, Treatment, Case Study. By 
John H. Stokes, M.D., Professor of Dermatology and Syphilology, School 
of Medicine and Graduate School of Medicine, University of Pennsylvania, 
Philadelphia, Herman Beerman, M.D., Se.D., Assistant Professor of 
Dermatology and Syphilology, School of Medicine and Graduate School 
of Medicine, University of Pennsylvania, and Norman R. Ingraham Jr., 
M.D., Assistant Professor of Dermatology and Syphilology, School of 
Medicine, University of Pennsylvania. Third edition. Cloth. Price, 
$10. Pp. 1,332, with 911 illustrations. Philadelphia & London: W. B. 
Saunders Company, 1944. 

In comparison with the second edition, the third may be 
described as “more meat on a smaller skeleton.” Condensation 
has been achieved by increased use of fine print and deletion of 
less important material, for some of which the reader is referred 
to previous editions. The excellent illustrations and text figures 
have been reduced in number from 973 to 911. Two chapters 
remain of the same size and six, including a new one on peni- 
cillin therapy, have added 99 pages, while sixteen chapters have 
been shortened a total of 119 pages. The chapter on the 
examination of the patient, illustrating methods popularized by 
Stokes and now well known, have been deleted, although at 
least one illustration has been used elsewhere. The material in 
the entire text has been brought up to date, and a chapter on the 
preliminary results of treatment of syphilis by the wonder drug 
penicillin appears for the first time in a textbook on the disease. 

The disconcerting problem of biologically false positive sero- 
logic reactions is discussed fully, and some sixty diseases and 
states are listed as causative, with reported percentage of posi- 
tive reactions. “Verification” tests are not recommended as 
wholeheartedly as their value would seem to indicate. Adequate 
space is devoted to intensive systems for the public health treat- 
ment of early syphilis. 

Increased interest in prevention of prenatal syphilis is reflected 
in enlargement by 19 pages of the chapter on familial and 
prenatal syphilis. The all important chapter on public health 
and military medicine is 40 pages longer than the corresponding 
one in the second edition. Herein are included public health 
and military aspects of syphilis, including prostitution, prophy- 
laxis, epidemiology, a blueprint of venereal disease control and 
an organization chart of a city department of public health 
venereal disease program. 

As stated in the preface, the text telescopes three books into 
one: “for the student, as illustrated in the summaries and the 
principles; for the practitioner, as illustrated in details and 
cases; and for the expert, as shown by the discussions and 
references to the literature.” Pertinent references are given 
parenthetically throughout the text. 

Treatment systems recommended are standard American sys- 
tems for use in various phases of the disease. However, it 
would seem that the general practitioner might easily select an 
unsatisfactory method of treatment. For instance, use of a 
system approaching the Eagle-Hogan method for eariy syphilis, 
which has been recommended, among others, for the treatment 
of neurosyphilis, might result in even a higher percentage of 
toxic reactions than has been experienced in the treatment of 
early syphilis. The value of rest and rest periods is appro- 
priately emphasized, but the latter are not obvious in the sys- 
tems of treatment for late latent and late neurosyphilis. The 
value of bismuth compounds is pointed out, but all systems of 
therapy seem to be predominantly arsenical. Directions for 
terminating treatment seem to be unnecessarily vague. 

The work of Stokes, Beerman and Ingraham remains the best 
single volume textbook for students, practitioners and specialists 
ever written on diagnosis, treatment and case study of syphilis. 
It more than ever deserves the recommendation afforded the 
first edition by a leading European professor of dermatology 
who presented it to his students as a “ganz wundrous Buch.” 


Report on the Incidence of Rickets in War-Time. By The British 
Paediatric Association. Reports on Public Health and Medical Subjects 
No. 92, Ministry of Health. Paper. Price, 25 cents; 9d. Pp. 36. New 
York: British Information Services; London: His Majesty's Stationery 
Office, 1944. 


The purpose of the investigation was to determine whether 
there had been any change in the incidence of rickets during 
wartime. A total of 5,283 children between the ages of 3 months 
and 18 months were examined. They were selected from 
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twenty-three centers in the British Isles. The authors point 
out the great difficulty in the clinical diagnosis of mild rickets 
and also emphasize the fact that the radiologic diagnosis may 
often be in doubt. Of the 5,283 children, 106 were found to 
have radiologic evidence of rickets. In the children from 3 to 
6 months of age the incidence was 2.5 per cent, between 6 months 
and a year 4 per cent, and practically none beyond this age. 
The clinical diagnosis of rickets showed great variability in 
different centers, being nil ,in some and as high as 61 per cent 
in others. The correlation between the clinical and the radio- 
logic diagnosis of rickets was extremely poor. As a result of 
their studies the investigators conclude that there has been no 
demonstrable increase in the incidence of rickets in Great Britain 
during the war. 


Fractures and Fracture Treatment in Practice. By Kurt Colsen, M.D., 
Tutor to the Department of Surgery, Registrar to the Surgical Firm of the 
University of the Witwatersrand, Johannesburg. Second edition. Cloth. 
Price, 12s. 6d. Pp. 154, with 163 illustrations. Johannesburg: Wit- 
watersrand University Press, 1944. ry 

This book is based on the author’s course in surgery at the 
University of the Witwatersrand in Johannesburg, South Africa. 
His demonstrations have been amplified by a number of simple 
diagrams and a succinct manuscript which should help the medi- 
cal student grasp the important features involved in the treat- 
ment of fractures. The aim of the book is to present a concise 
review in response to requests from students preparing for 
examinations and general practitioners desiring a review of the 
subject. Attention has been paid more especially to the clinical 
side of fractures and their treatment. He has accomplished his 
purpose, especially in view of the more frequent occurrence of 
bone injuries brought about by the increasing number of war, 
industrial and traffic accidents, which has made the subject of 
fractures more and more important for students and practi- 
tioners. This small book was not intended to serve as a sub- 
stitute for the many exceilent large textbooks on fractures. The 
diagrams are simple and instructive. The author acknowledges 
his indebtedness to Bohler’s “The Treatment of Fractures” and 
R. Watson Jones’s “Fractures and Other Bone and Joint 
Injuries.” The book can be recommended highly to the prac- 
ticing physician and surgeon. 


Sulphonamides in the Treatment of Meningococcal Meningitis. Report 
to the Scientific Advisory Committee, Department of Health for Scotland. 
Paper. Price, 10 cents; 4d. Pp. 20, with 2 illustrations. New York: 
pn ee Information Services; London: His Majesty’s Stationery Office, 

In this pamphlet is presented a study of 2,223 cases of 
meningococcic meningitis observed in Scotland from 1936 to 
1941. The figure stated represents about 40 per cent of all 
reported cases. Statistics show the effects of different methods 
of treatment, and comparisons are made in fatality rates before 
and since the introduction of chemotherapy. The authors believe 
that antitoxin or serum in combination with the sulfonamides 
does not promote therapeutic efficiency. However, this view is 
based apparently on the theory that, with the combined method, 
antitoxin or serum would be administered intrathecally. No 
definite preference is expressed for any one of the three sulion- 
amides used. Most of the patients received sulfapyridine, and 
the fatality rate for these was 17.17 per cent. For smaller 
groups the sulfanilamide rate was 9.37 and for sulfathiazole 
14.6. The rate with serum or antitoxin alone was 51.76, but 
presumably these patients were treated intrathecally—not by the 
intravenous method of Hoyne. In discussing the complications 
occurring during treatment with the different drugs, it was found 
that sulfanilamide secures a less permanent and rapid effect than 
either sulfapyridine or sulfathiazole, and that pneumonia was a 
more frequent complication. Patients treated with the com- 
bined method, serum and drugs, required a much longer stay 
in the hospital than those to whom the drugs alone were admin- 
istered. It is stated that the sulfonamide drugs have caused a 
reduction in the jatality rate to 16.7 per cent. Attention is 
directed to the fact that mortality is greatest under 2 and above 
the age of 35. Tables and graphs clearly illustrate the analysis 
of the cases studied. The report reveals what may be antici- 
pated when treating cerebrospinal fever with sulfonamides. 
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494 QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


EFFECT ON SYPHILIS OF PENICILLIN TREATMENT 
FOR GONORRHEA 
To the Editor:—Penicillin is being used for the treatment of acute 
gonococcic urethritis. In the serologic tests for syphilis are 
taken to determine if there might not have been concomitant infection 


with this organism. Is it known whether or not the use of penicillin 
before the 


reaction in doses of 100,000 to 200,000 units? 
P. Green, M.D., Winnipeg, Man. 


ANSWERK.—There have been a number of reports of a delayed 
incubation period for primary syphilis after the treatment of 
the patient for gonorrhea with 100,000 to 200,000 units of peni- 
cillin. .Such subcurative treatment ‘for syphilis given for gonor- 
rhea may either lengthen the incubation period of simultaneously 
acquired primary syphilis or suppress the primary lesion of the 
disease altogether, the existence of syphilis being subsequently 
recognized only by means of routinely repeated serologic tests 
of the blood. Because of this suppressive action of penicillin, 
it becomes the more essential to perform routine serologic tests 
for syphilis in all gonorrhea patients treated with penicillin, if 
possible monthly for three months following treatment, or as a 
minimum three months after the completion of penicillin treat- 
ment. There is no information as to the effect of 100,000 to 
200,000 units of penicillin given in one day on the blood test 
of a patient with an already existing positive serologic reaction. 


KELOIDS FOLLOWING REMOVAL OF 


PIGMENTED MOLES 
we the Editor:—-Six months ago | began removing several small pigmen 

taenel drops of procaine hydrochloride under each lesion and then touching 
lightly with an electric needle. Good results with almost no scar were 
obtained on the first four. The last two | did about three months ago; at 
the site of each of the latter there is now a keloid, one 3 
diameter at the tip of the chin and the other 5 mm. in diameter midway 
angle of the left ala nasi and the lip. 

reasonable 


must treatment be 


ANSWER.—These lesions probably will not subside spontane- 
ously. Radiotherapy is the correct treatment. It is essential in 
giving such treatment that the normal skin to the edge of the 
lesion be shielded with lead foil. Radiotherapy in the amount 
of 225 roentgens, unfiltered, should be given once a month; an 

should be avoided. It is difficult to set the maximum 

number of such treatments, but in a case like this probably four 

treatments would suffice. During the course of treatment the 

pt should be observed frequently and carefully for evidence 
injury. 


PULL ON ABDOMINAL MUSCLES AFTER INCISION. - 


incision: (a) when the patient is lying quietly in bed; (b) when 
patient is standing; (c) when the patient is 


incision as opposed to the transverse? If disruption should occur, a ge 
who opposes early ambulation might say that the disruption would not 
have occurred had the patient not been standing. 

M.D., Sayre, Pa. 


ANSWER.—Sloan (Sloan, G. A.: A N per Abdominal 
Incision, Surg., Gynec, & Obst. 45:678 Now). 1027) measured 
in man the force required to bring the ends of severed transverse 
fibers together after a lon eee abdominal incision with the 
: patient lightly anesthetiz The tension was measured with 
spring scales attached to several forceps. The same procedure 
was applied to a transverse incision in which the rectus muscles 
had been cut transversely. He found that the longer the longi- 
tudinal incision, the more force was required to bring the ends 
of the fibers of. the divided aponeuroses to ether. In a 3 inch 
longitudinal incision immediately after the incision is made and 
before the ger muscles have retracted the aponeuroses, about 
30 of pull will bring the aponeuroses together during 


light anesthesia; while in a 4 inch incision it will require nearly 
50 pounds to bring the ends of the aponeuroses together. If the 
incision is lengthened to 5 inches, it will require about 80 pounds. 
Sloan deduces that the lateral pull on the suture line following 
a longitudinal abdominal incision is in proportion to the square 
of the length of the incision. When complete relaxation is not 
present, the lateral abdominal tension is about thirty times as 
great as the vertical; therefore the strain on the suture line of 
a longitudinal incision is thirty times as great as that on the 
suture line of the transverse incision. The lateral pull on the 
incision is greatly increased when the patient is coughing, sneez- 
ing or vomiting. Measurements of these increases have not been 
undertaken thus far. Sloan’s is the only attempt to measure the 
pull of the abdominal muscles following incision. 


IMPAIRED HEARING IN VETERAN 
To the Editor:—A patient has lost 50 per cent of his hearing Fh ger 
exposure to gunfire. This occurred over a six months 
and hos persisted for a year following removal from the locale of the 
The patient is bothered also with persistent tinnitus. Various 
apy have been employed without success, including vitamins 
and histamine. yg should like suggestions as to apy and, more poar- 
ticularly, psychotherapy in the way of reading material that ‘would assist 
the patient in understanding and in adapting himself to his condition. 
He is beginning to withdraw somewhat from his friends. there 
are some simple textbooks that might assist him. He is 22 years 
graduate, and of more than 


old, a 
high school 
scholastic achievement. 


average for this 
Captain, M. C., A. U. S. 


Answer.—The tendency for the patient to withdraw from his 
normal social contacts is unfortunately more or less typical 
of those with impairment of hearing, and it is essential that 
assistance be given to prevent any permanent damage to the 
personality. In many cases, particularly when hearing loss has 
been sudden, psychiatric treatment has been helpful. The fol- 
lowing reading material might be helpful: “Lip Reading, Prin- 
ciples and Practise” by Nitchie, new edition, the Frederick A. 
Stokes Company, New York. “How to Help Your Hearing,” 
by Louise M. Neuschutz, Harper & Brothers, Publishers, New 
York, 1940. “Your Hearing: How to Preserve and Aid It,” 
by Wendell C. Phillips and Hugh Grant Rowell, Publishers, 

Appleton and Company, New York, 1932. In addition, 
reprints of articles on subjects relating to hearing problems 
may be obtained at low cost from the American Society for 
the Hard of Hearing, 1537 Thirty-Fifth Street N.W., Wash- 
ington, D. C. 

The fitting of the hearing aid and providing lip reading 
instruction are important means of assisting a patient with 
impairment of hearing to make an adjustment to his condition. 
An all inclusive program of diagnosis, treatment and rehabili- 
tation of returned veterans has been adopted in at least three 
general hospitals. The American Red Cross also assists the 
deafened veteran in his return to his home community and in 
the interpretation of his condition to his family. In several areas 
there are local societies for the hard of hearing. 


METAPHEN AND UNDULANT FEVER 
To the Editor:—1 understand that in some naval haspitals metaphen is 
being used intravenously in the treatment of undulent fever. | 


have 
been unable to find any information on this py Could you give 
me the , technic and administration as well as the dangers of this 
form of Whet ere the reauits of this mothed? 
M.D., Arizona. 


Answen,—Apparently the first published use of metaphen in 
the treatment of brucellosis was by A. C. Fortney (Minnesota 
Med. 16:335 [May] 1933). He treated 1 patient in the early 
severe phase of disease, administering 10 cc. of the undiluted 
1: 1,000 solution intravenously on two occasions, six days apart. 
The patient became afebrile and asymptomatic six days after 
the second injection and is known to have remained well, with 
a high specific agglutinin titer, for at least one month. 

No other references with either precise or quantitative infor- 
mation have been found, but there are at least four reviews, 
written by careful students of this disease, which state that the 
therapeutic pore, of metaphen are not proved, are discourag- 
ing or are disappointing; e. g., Angle and Algie (J. Kansas M. 
Soc., 41:233 [June] 1940), Sim maps (Ohio State M. J. 36:1053 

Oct.] 1 , Lice’s Practice 0 Medicine, 1940, volume 4, page 
06, Barr’s Modern Medical Therapy in General Practice, Balti- 
more, William Wood & Co., 1940, volume 2, page 1324. 

Owing to the variability of human brucellosis in severity and 
duration and to its remarkable features of latency, late relapses 
and recrudescences, uncontrolled therapeutic studies on small 
numbers of patients have little value. At present there is no 
single form of treatment known that gives wholly reliable results 
in this infection. 


on the development of this lesion? Would it have any effect on the 

subside spontaneously? If not, what is the correct treatment? How soon 
Res attempted? M.D., South Dakota. 

To the Editor:—Since there has been a trend toward getting patients out 

of bed the same day as their operation and making them walk early, we 

have been wondering how much lateral pull (pounds) is placed on the 

the 

vomiting. What is the number of pounds pull on a vertical or 


